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Abstract 
The Effect of Family Therapy and Prison-based Substance Abuse Treatment on 
Recidivism Outcomes for Incarcerated Women 
Phyllis A. Swint 
Eric D. Johnson, Ph.D. 
 
 
This study examined the effect of family therapy and prison-based substance 
abuse treatment on recidivism outcomes for women in custody at a Philadelphia adult 
correctional facility. The quasi-experimental design of the study used quantitative 
analysis of archival data to isolate the independent effect of family therapy treatment on 
retention in prison-based substance abuse treatment and recidivism. Survival regression 
analyses were used to predict time until rearrest. For comparison, a sample of 100 female 
inmates were divided into two study groups comprising those who received substance 
abuse treatment only, and those who received substance abuse treatment and family 
therapy. Background information including sociodemographic (race/ethnicity, age, and 
education), criminal history, substance abuse, mental health, and trauma histories was 
abstracted from the Philadelphia Prison’s Integrated Jail Management System and the 
Forensic Family Therapy Treatment Program’s client records. Prison-based treatment 
information and post-release recidivism was coded from prison-maintained computerized 
custody and criminal history reports. While there was no significant differences between 
groups in binary comparisons on risk factors associated recidivism, or the positive 
influence of family therapy on treatment retention in the prison-based therapeutic 
community, results did indicate a delay in time until recidivism for women who received 
treatment during incarceration. Survival findings showed that of the N = 100 women in 
the sample who received long-term prison-based behavioral health treatment (substance 
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abuse treatment and/or family therapy) only 30% recidivated post release from prison, 
which falls well below national recidivism averages at 66% for parolees.  These findings 
suggest several relevant implications for policy and clinical practice that potentially could 
lead to system-wide cost benefits for the state.
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CHAPTER 1: INTRODUCTION 
  
 
 
Prison overcrowding has reached epidemic proportions in America due to stricter 
sentencing laws that substantially increase the number of non-violent offenders 
incarcerated for drug-related crimes. The vast majority of these offenders are 
characterized by the criminal justice system as addicts selling drugs or committing crimes 
to support their habit. A year end 2004 report issued by the Bureau of Justice Statistics 
confirms that of the two million men and women incarcerated in our nation’s federal and 
state prisons and municipal jails, two-thirds were under the influence of illegal drugs in 
the month preceding arrest (Harrison & Beck, October 2005). Another 40% reported 
being under the influence of drugs while committing a crime and at the time of arrest. 
The costs associated with housing 1.2 million substance dependent inmates in state 
prisons, in terms of health care, lost productivity, and related crime and death, has 
resulted in Americans paying well over $275 billion dollars a year toward this pervasive 
problem (OJP Issues and Practices Report, 2000). 
 Annually, over 700,000 inmates are released from prison to home (Lehman, 
Beatty, Maloney, Russell, Seymour, & Shapiro, 2002). Research indicates that 80% of 
those released will return to the community with the same substance use disorder that was 
evident prior to incarceration (The National Center on Addiction and Substance Abuse, 
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March 2003). Within three years, 7 out of 10 parolees will incur new arrests, convictions 
and incarcerations for committing additional crimes. One third of parolees will return to 
prison because of relapse (Nelson & Trone, 2000). There is strong empirical evidence in 
support of the relationship between drug use and crime, as well as, those unaddressed 
causal determinants (i.e., abuse, poverty, family problems, etc.) that increase the 
probability of risk (Bloom, Owen, & Covington, 2003; Chicago Coalition for the 
Homeless, 2002; Henderson, 1998; OJP, 2000; White & Gorman, 2000).  Multiple 
system collaboration shows promise in helping the substance dependent inmate while 
incarcerated (Klebe & O’Keefe, 2004); however, prison behavioral health is limited in its 
ability to provide a continuity of services upon release, or address the residual impacts of 
substance abuse, incarceration, and recidivism on the inmate’s family. What surfaces of 
equal importance are the identification of existential and intrinsic needs important to the 
long-term success for the returning inmate and their family (Lehman et al., 2002).  
Women have come to represent the fastest growing percentage of inmates 
nationwide. From 1995 to 2004 the number of female inmates under correctional 
supervision rose 4.8%, which was more than twice the 1.8% increase among their male 
counterparts (Harrison & Beck, October 2005). By year end 2004, 104,848 women were 
in prisons and jails, accounting for 7.0% of the U.S. prison census, up from 6.1% in 1995 
and 5.7% in 1990. Of those totals, over 70,000 women were incarcerated in 
municipal/local jails (Bloom et al., 2003; Karberg & James, 2005). Recent studies have 
noted the high prevalence of drug use among incarcerated women and the ways in which 
they differ from men regarding personal histories and pathways to crime (Bloom, et al., 
2003; Johnson, 2004; Karberg et al., 2005; OJP, 2000). For example, female inmates are 
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more likely to have been a primary caregiver to young children at the time of arrest, more 
likely to have experienced physical and/or sexual abuse during their lifetime, and are far 
less likely to have been convicted of a violent offense (Bloom et al., 2003; Henderson, 
1998; Johnson, 2004; OJP, 2000). 
Traditionally, policies, clinical practices, and services relevant to incarcerated 
women were minimal due in part to the overwhelming numbers of incarcerated men 
whose needs would often overshadow those of the few women in custody. These small 
numbers of incarcerated women were finding themselves detained in a correctional 
system operationally designed for men (Bloom & Covington, 2000). During the 1990s, 
however, significant increases in the female inmate population nationwide necessitated a 
research agenda that focused on female offenders in a manner that would specifically 
identify critical gender differences and their implications for improving correctional 
management and services. For example, women’s pathways to crime and risk for 
recidivism were found to be substantially different from those of men (Bloom et al., 
2003). Moreover, outcomes for female offenders were found to greatly improve when 
gender-specific issues and the realities of women’s lives were considered during 
assessment and service delivery (Bloom et al., 2000).       
Tougher sentencing laws have created a sizable group of female inmates who are 
serving a greater proportion of their sentences in prison, after multiple cycles of release to 
the community and reincarceration. The majority of these women end up back in prison 
with the same preexisting problems (i.e. poverty, undereducated, substance abuse, 
individual mental health issues, and family problems) that they had at their first 
incarceration (Taxman, Young, & Byrne, 2002). Repeated incarcerations also tend to 
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increase the likelihood of change occurring among the inmate’s family, peer group, and 
neighborhood that, if unaddressed, can secondarily increase the risk for reincarceration 
(Taxman et al., 2002). For example, the community in which the female offender has 
lived may experience improvements that result from a process of mobilization and 
revitalization activities, a better economy, or increased community policing efforts to 
decrease crime.  Family members and friends will evolve and change because of ongoing 
developmental, academic, and quality of life milestones. Consequently, deterioration of 
the community is equally possible resulting in loss of significant relationships for the 
inmate, either through death (i.e., natural causes, crime) or physical and emotional cut-off 
(i.e., family and friends completely detach from inmate).   
Little is known about the collateral effects of incarceration on the female inmate’s 
family or what role families can play in effecting change in the woman’s life to help her 
combat risk factors for recidivism (i.e., substance abuse and crime following her release 
from prison). Female offenders, in particular, are found to have multiple risk factors for 
relapse (i.e., low socioeconomic status, co-occurring mental health disorders, and lack of 
family or other social supports) upon release from prison (Bloom et al., 2003; Henderson, 
1998; Johnson, 2004; OJP, 2000; Travis, 2005). Therefore, as part of a broader array of 
behavioral health services, family-based therapeutic approaches show promise for 
reducing substance abuse and attendant problems among drug-abusing women. 
Numerous studies have shown that family therapy can improve outcomes for both adult 
and adolescent drug abusers (Liddle & Dakof, 1995; Rowe & Liddle, 2003; Kaufman & 
Kaufman, 1992; Stanton & Todd, 1982). Few studies, however, have examined the use of 
family-based therapy approaches with criminal justice clients as an enhancement to adult 
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drug treatment (especially within prison environments). Earlier research does suggest 
that, if done properly, family therapy can improve outcomes, and help ease the transition 
of drug-involved female offenders from prison to home as well as reduce risk factors that 
contribute to substance abuse and recidivism (Sullivan, Mino, Nelson, & Pope, 2002; 
Family ReEntry, Inc., 1995).     
Studies suggest family involvement helps the released offender maintain 
commitment to drug treatment, rehabilitation and reintegration efforts (Bobbitt & Nelson, 
2004; Lehman et al., 2002; Sullivan, Mino, Nelson, & Pope, 2002; Travis, Solomon, & 
Waul, 2001; Travis, 2005). Similarly, these families are struggling themselves to survive 
preexisting conditions (i.e., abuse, poverty, etc.) that produce risk (Travis et al., 2001). 
Offenders’ families are now considered by criminal justice and behavioral health systems 
as the first line of defense in our nation’s war on crime and drugs. Few empirical 
investigations have examined the residual impact of substance abuse and incarceration on 
the family, or whether changes made within the familial system is the formula for 
decreasing risk associated with relapse and recidivism.  
For over three decades, family therapy researchers have examined the efficacy of 
family-based approaches with substance dependent populations (Liddle & Dakof, 1995; 
Rowe & Liddle, 2003; Kaufman & Kaufman, 1992; Stanton & Todd, 1982). In particular, 
significant advances are evident in the utilization of family-based approaches with 
substance dependent juveniles and adolescents (Szapocznik, Rio, Murray, Scopetta, 
rivas-Vasquez, 1989; Henggeler, Borduin, Melton, Mann, Smith, & Hall, 1991; Brown, 
Henggeler, Schoenwald, Brondino, & Pickrel, 1999; Liddle, Dakof, Parker, Diamond, 
Barrett, & Tejeda, 2001). Evolving in the field is more evidence-based practices with 
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adult substance abusers (Dakof, 2000; DeCivita, Dobkin, & Robertson, 2000; Hser, 
Maglione, Polinsky, & Anglin, 1998; Stanton & Todd, 1982). A review of the literature 
indicates that several evidence-based initiatives have referenced the importance of family 
involvement, family therapy, and multiple systems collaboration in building support 
around the offender to reduce addiction, crime and relapse (Lehman et al., 2002; Nelson 
& Trone, 2000; Sullivan et al., 2003; Travis et al., 2001; Travis, 2005). However, the 
evidence to support family therapy as an ancillary service for adult substance abuse 
treatment agencies is lacking.  
In 1995, the city of Philadelphia through the Coordinating Office of Drug and 
Alcohol Programs (CODAAP) expanded its network of existing treatment providers to 
include family therapy services out of Hahnemann University. The objective was to 
utilize family therapy as an adjunct or treatment enhancement for incarcerated (non-
violent) offenders that were court stipulated post release to community-based substance 
abuse treatment facilities. Thus, the Forensic Family Therapy Treatment Program 
(FFTTP), a program of then Hahnemann University, worked to engage inmates and their 
family members in a strengths-based process of positive change using family-based 
approaches designed to address the range of family issues and unhealthy 
intergenerational patterns of functioning, including poor communication, family 
trauma/violence, reunification, recovery, and incarceration. In keeping with family 
systems philosophies and models of practice, FFTTP therapists believed the familial 
system influenced its members and should be viewed as a whole organism rather than the 
sum of its parts (Robbins & Szapocznik, 2000). This holds particularly true in models 
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that speak to risk factors associated with addiction and the subsequent reinforcement of 
such risk (Stanton, 1982).  
Referrals to family therapy were selected from a subgroup of male and female 
offenders evaluated through the city’s Forensic Intensive Recovery (FIR) program, a 
prison diversion initiative that offered inmates drug treatment in lieu of incarceration.  As 
part of the FIR criteria, inmates were housed (as part of the collaboration agreement) on 
the prison therapeutic community known as OPTIONS. Previously released FIR clients 
were referred to family therapy through their community-based drug treatment facility. 
Research indicates a family-based approach consolidated with substance abuse treatment 
provides each member of the family system the ability to actualize his or her own 
individual needs and facilitate healing throughout the entire system (Robbins et al., 
2000). Family inclusion in the treatment process disables familial barriers (i.e. familial 
sabotage), and positions the family as a support resource along the continuum of care. 
Furthermore, risk factors for recidivism and substance use are significantly reduced for 
offenders when a continuum of care exists between prison and home (Sullivan et al., 
2002).  
Considering the ever-present rise in substance abuse, prison overcrowding and the 
cost of incarceration to the state, more evidence-based inquiry is warranted to investigate 
whether family-based approaches utilized within correctional and substance abuse 
treatment settings reduce risk for future recidivism. Through bivariate and multivariate 
data analysis, this study will examine whether the integration of service delivery systems 
(i.e., family therapy and prison-based substance abuse treatment) influences treatment 
retention to reduce risk factors associated with recidivism post release.  
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CHAPTER 2: LITERATURE REVIEW 
 
 
 
Research suggests drug use and crime are interrelated with continual causal 
determinants such as childhood abuse, early school failure, unhealthy family functioning 
and neighborhood disorganization (White & Gorman, 2000). This holds particularly true 
for incarcerated women who are found to have multiple risk factors for recidivism (i.e., 
low socioeconomic status, co-occurring mental health disorders, and lack of family or 
other social supports) upon release from prison (Bloom et al., 2003; Henderson, 1998; 
Johnson, 2004; OJP, 2000; Travis, 2005). The integration of family-based approaches 
into the drug treatment arena shows promise in maximizing reciprocal supports for the 
substance dependent client and family. Through efforts to strengthen the existing familial 
foundation, the necessary tools are provided to promote family wellness, and provide the 
family network with an external means of emotional and supplemental support. Earlier 
research suggests that, if done properly, family therapy working within the context of 
criminal justice populations may effectively ease the transition from prison to home and 
reduce risk for recidivism (Sullivan et al., 2002; Travis, 2005).    
 
Characteristics of Incarcerated Women  
Empirical research reveals that women incarcerated in the U.S. criminal justice 
system are typically young in age, disproportionately women of color, and come from 
impoverished communities (Bloom et al., 2003; Chicago Coalition, 2002; Henderson, 
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1998; Johnson, 2004; Karberg & James, 2005; Travis, 2005). The majority are single 
parents, who are undereducated, unskilled and either underemployed or unemployed in 
the days prior to arrest.  Incarcerated women are mostly convicted for non-violent crimes 
that are found to accommodate both the existential needs of their family and the 
maintenance of a drug addiction (Bloom et al., 2003; Chicago Coalition, 2002; Karberg et 
al., 2005). Noteworthy as well is the prevalence of abuse, violence, and trauma histories 
reported by incarcerated women that usually underlie a severe substance abuse problem 
and perpetuate criminal activity (Bloom et al., 2003; Chicago Coalition, 2002; Hairston, 
2002; Henderson, 1998; Johnson 2004).  
According to U.S. Justice Department (2001) statistics, the median age for female 
inmates throughout the justice system is 33.3 years. Forty-eight percent of jail, 47% of 
state and 34% of federal female inmates are single, with no distinction made for 
single/never married, single/divorced, or single/widowed (Bloom et al., 2003). Women of 
color account for nearly 50 percent of female inmates in state prisons and municipal/local 
jails, followed closely by Federal at 35 percent (Bloom et al., 2003). Sixty percent of jail 
and 62% of state inmates were unemployed or underemployed at the time of their arrest 
(statistics were unknown for Federal). Over 50 percent of state and municipal/local 
inmates reported having a high school diploma or GED at the time of arrest, with the 
highest percentages in this category reported by federal inmates at 73 percent.   
System wide, six-out-of-ten female inmates grew up in single parent households, 
with another 17 percent reporting foster care or group home placement during intervals of 
their childhood (Bloom et al., 2003). The same outcome potentially holds true for the 
children of incarcerated women. Seventy percent of jail inmates, 65 percent of state and 
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59 percent of Federal had at least one child 18 years of age or younger prior to arrest 
(Bloom et al., 2003). More than 250,000 children had mothers serving their sentence in 
municipal/local jails (Bloom et al., 2003). Close to two-thirds of state inmates and half of 
federal inmates reported living with their children prior to incarceration (Bloom et al., 
2003; Travis, 2005). Ten percent of incarcerated mothers have reportedly a minimum of 
one child in foster or group home placement (Bloom et al., 2003; Travis, 2005). 
Compared to incarcerated fathers, more than half of children of incarcerated mothers (53 
percent) are cared for by a grandparent, great-grandparent, or extended family members 
(Bloom et al., 2003; Travis, 2005). Additionally, another finding that is characteristic of 
female inmates more so than males, is familial patterns of incarceration. Fifty percent of 
women, compared to 37 percent of men, reported that at least one immediate family 
member was previously incarcerated or serving a sentence (Bloom et al., 2003). 
Intergenerational drug use and abuse was also more salient among incarcerated women 
than among incarcerated men (Bloom et al., 2003). 
Incarcerated women are three times more likely than their male counterparts, or 
women in the general population, to have a trauma history embedded with their substance 
use (Bloom et al., 2003; Chicago Coalition, 2002; Henderson, 1998; Johnson, 2004; 
Karberg et al., 2005). Approximately 48 percent of incarcerated women in the U.S. were 
victims of physical or sexual abuse and molestation prior to incarceration, compared to 
13 percent for males. Studies conducted at state run female correctional facilities in 
California, North Carolina, and New York, found a higher prevalence for abuse histories 
at 80 percent. Twenty-five percent of those surveyed reported physical and/or sexual 
abuse by a family member or intimate partner. Such histories were found to correlate 
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significantly with substance abuse (Jordan, Schlenger, Fairbank, & Cadell, 1996; 
Bremmer, Southwick, Darnell, & Charney, 1996). Incarcerated women, more so than 
males, were 5 to 25 times more likely to suffer from substance use disorders that 
coexisted with other mental health diagnoses. For example, surveys of jail inmates 
indicate that 22.3 percent of women had a diagnosis of PTSD, 13.7 percent suffered with 
major depressed mood, and 17 percent were receiving psychotropic medication prior to 
incarceration (Chicago Coalition, 2002; Karberg et al., 2005). 
Seventy-one percent of all arrests of women are for nonviolent drug and property 
offenses (Bloom et al., 2003). Thirty percent of jail inmates, 34% of state, and 72% of 
Federal are arrested, convicted, and detained on drug charges. Thirty-four percent of jail 
inmates, 27% of state, and 12% of Federal were convicted for property crimes (i.e. 
larceny/theft). Public order crimes, such as prostitution, account for the lowest percentage 
of convictions at 24% for jail inmates, 11% for state and 8% for federal. Compared to 
their male counterparts, female inmates were also less likely to commit or serve time for 
conviction on a violent crime (Bloom et al., 2003; Henderson, 1998; Travis, 2005). 
Studies suggest that substance use is a contributor to the majority of these nonviolent 
offenses. A 1998 report, issued by the National Center on Addiction and Substance 
Abuse, indicates that 54% of state inmates were using drugs in the month prior to their 
offense and 48% were under the influence of drugs and/or alcohol when they committed 
the offense. Among federal inmates, 27% reported drug use in the month preceding their 
arrest, with another 20% reporting substance use while in the process of committing the 
offense. Karberg et al., (2005) found that female jail inmates were more likely than males 
to report abusing drugs (54 percent) in the 30 days preceding their arrest and 48 percent 
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admitted to being under the influence of drugs while committing their offense. Substance 
abuse also was found to be related to recidivism rates of incarcerated women. Fifty-one 
percent of jail inmates reported between 2 to 5 incarcerations during their period of 
addiction (Chicago Coalition, 2002). Another 36 percent were arrested and detained more 
than six times in their lifetime.  
 
Substance Abuse in Incarcerated Women 
 
According to data from the Bureau of Justice Statistics Survey (2002) of jail 
inmates, nearly 52% of female inmates were found to be dependent on alcohol or drugs 
compared to 44% for males. Female inmates were found to be more likely to use 
narcotics such as heroin and cocaine and to use them more frequently in the month prior 
to arrest (Henderson, 1998; Chicago Coalition for the Homeless, 2002). Women, more so 
than men, also reported taking more hallucinogens, downers, methamphetamines, and 
inhalants. Bloom et al. (2003) describes the onset of drug use in women as sudden, 
heavy, and purposeful. Drug use in women, more so than males, is also identified as a 
coping mechanism in response to breakdowns in individual, familial and environmental 
protective factors that parallel significant life events (Center for Substance Abuse 
Treatment, 2004; Center for Substance Abuse Treatment, 1999).   
A sexual partner, a male family member or a male friend (Henderson, 1998; 
Covington & Surrey, 1997) usually introduces female inmates to drugs. Women are more 
likely to have an intimate partner with an addiction and tend to continue their drug use in 
the interest of maintaining those relationships (Bloom et al., 2003). Female inmates are 
twice as likely to have been raised in a family where a parent or guardian abused drugs 
and/or alcohol and for this reason appeared to have indicated more problems with 
  
13
 
substance use than their peers not exposed to similar conditions (Bloom et al., 2003; 
Chicago Coalition, 2002; Henderson, 1998; Karberg & James, 2005). Women, who 
experience family violence in childhood and repeated victimization as adults, are also 
more likely to report substance abuse (Chicago Coalition, 2002). Studies increasingly 
confirm the linkages between female victimization, substance abuse and crime, as 
defense mechanisms employed by women to survive the residual and often painful affects 
of abuse (Bloom et al., 2003; Chicago Coalition, 2002; Johnson, 2004).  
Female substance abuse significantly correlates with a history of lifetime trauma 
and abuse (Boyd, Blow, & Orgain, 1993; Chicago Coalition, 2002; Covington, 1997; 
DiNitto, Webb & Rubin, 2002; Harvey, Rawson, & Obert, 1994; Karberg et al., 2005; 
Kupers, 2005; Ouimette, Wolfe, & Chrestman, 1996; Zlotnick, Najavits, Rohsenow, & 
Johnson, 2003). Women who abuse drugs report higher rates of physical and sexual 
abuse than their male counterparts or non-substance abusing women (Bloom et al., 2003; 
Henderson, 1998; Johnson, 2004; Karberg et al., 2005). According to Miller (1991) both 
childhood and re-occurring female victimization in adulthood are risk factors for 
substance abuse in women. Traumatic experiences, both past and present, significantly 
impact the evolution and often-unrecognized physical and mental health problems 
ascribed to female drug use. In the United States, for example, an intimate partner will 
sexually assault approximately 25 percent of women in the general population (Chicago 
Coalition, 2002). Another 18 percent are victims of a completed or attempted rape by 
either a partner or someone else (Chicago Coalition, 2002). Female inmates are 
reportedly violated two to three times the rate of the national average when compared to 
the general community population (Chicago Coalition, 2002). Examined against 
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substance dependent male inmates, substance dependent female inmates remain at higher 
risk for interpersonal violence throughout their adult life and unknowingly increase this 
risk with continued use (Chicago Coalition, 2002; Covington, 1997; Miller, 1991). Post 
Traumatic Stress Syndrome (PTSD) and substance abuse coexist with other mental health 
disorders in substance abusing women (Najavits, Weiss, & Shaw, 1997). Incarcerated 
survivors of trauma are at much higher risk for a previous diagnosis and treatment for 
major depressive disorder, phobias, personality and mood disorders in the days leading to 
arrest (Bloom et al., 2003; Chicago Coalition, 2002; Henderson, 1998).  
Incarcerated women with a substance abuse problem experience more physical 
illness and medical complications as a result of their drug use. According to data from the 
National Institute on Drug Abuse (2000), the link between HIV/AIDS and drug use is 
greater for women. Nearly half of all women diagnosed with AIDS were found to be 
intravenous drug users. Women, more so than males, experience significant physiological 
effects from their substance abuse such as liver disease, cardiovascular disorders, and 
gastrointestinal complications (Bloom et al., 2003; Henderson, 1998). Obstetric and 
gynecological problems are more pronounced in substance abusers. Howell, Heiser, & 
Harrington (1999) surmised in their study of drug effects on pregnant women that heroin 
use in the majority of pregnancies results in shortened gestational age for infants, reduced 
birth weight, and increased instances of fetal distress during delivery. Additionally, 
female substance abuse increases the likelihood of risk factors associated with infertility, 
problematic pregnancies, and delivery complications (Brady & Randall, 1999; CSAT, 
2004).  
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The totality of women’s lives surfaces as another factor that places female 
inmates at greater risk for the development of substance abuse problems. Research 
suggests that substance dependent female inmates, more so than males, oftentimes have a 
different and more complex set of life circumstances and stressors to negotiate when in 
the community (Bloom et al., 2003).  Significant challenges and barriers are associated 
with obtaining and retaining employment, stable housing, recurring family issues and 
problems, and the ability to balance child care responsibilities with mental health and 
drug treatment needs (Bloom et al., 2003; Chicago Coalition, 2002). Most incarcerated 
women are unemployed in the 30 days prior to arrest because of barriers that restrict their 
pathway to employment, including the addiction, homelessness, past criminal history, 
illness, and childcare (Chicago Coalition, 2002). Low-income women, in particular, who 
abuse drugs, were found to lack the appropriate amount of access and support from social 
and economic systems that would free them from abusive, chaotic, and oppressive 
conditions (Hagan, Finnegan, & Nelson-Zlupko, 1994). Women surveyed in Cook 
County Jail who relied on government assistance prior to incarceration were either denied 
or terminated from welfare benefits because of their inability to keep status appointments 
due to drug use, multiple conflicting appointments, or a lack of money to travel to 
appointments due in part to substance abuse (Chicago Coalition, 2002). 
The variables of race, ethnicity, and culture also formulate a backdrop for the 
development of female substance abuse (Bloom et al., 2003). Several studies make note 
of the disproportionate number of women of color (particularly African American and 
Hispanic) that comprise the U.S. female prison population (Bloom et al., 2003; Chicago 
Coalition, 2002; Henderson, 1998; Travis, 2005). Multiple system deficits in cultural 
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competence and sensitivity can lead to feelings of extreme alienation and powerlessness 
for substance dependent women (Bloom et al., 2003). Race and culture also tailor the 
degree to which women internalize negative racial stereotypes, marginalization, and the 
burdens of oppression.   
  From a social context, family relationships are more salient in the addiction 
career of incarcerated women than that of men (Henderson, 1998). Female inmates who 
abuse drugs are found more so than males to have primary responsibility for their minor 
children, yet these mothers become societal targets for social sigma as a product of their 
substance abuse (CSAT, 2004). Studies describe the fear associated with losing their 
children as a catalyst for women to seek substance abuse treatment (Finkelstein, 1994; 
Henderson, 1998). However, the presence of these same fears could have the opposite 
effect in generating avoidant behaviors (Kearney, Murphy, & Rosenbaum, 1994; 
Henderson, 1998), or delays in decision-making with regard to drug treatment 
(Henderson, 1998). This is due in part to relational and systemic barriers to treatment 
which women experience that differs from those experienced by men. In studies 
conducted among women in treatment for alcoholism research shows that immediate 
family and partner support tend to diminish (CSAT, 2004). Women, more so than men, 
are discouraged from entering treatment by their significant other (Henderson, 1998). 
Other studies have reported conflicting evidence regarding the impact of relationships on 
female treatment retention, however, treatment completion has been found to increase 
when the treatment environment is mutually supportive and therapeutic (Bloom et al., 
2003).   
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Incarceration and the Family 
 
In most cases, the families of incarcerated women can be described as families 
that are already struggling to survive a variety of conditions and experiences that produce 
risk (Travis, Solomon, & Waul, 2001). Moreover, incarceration tends to exacerbate 
preexisting conditions of family poverty, stress, and trauma, which has been found to 
perpetuate a form of family crisis resulting in a considerable sense of loss, 
demoralization, and victimization for its members (Hairston, 2002). 
 
Family Reorganization 
When incarceration occurs, all family members, including the incarcerated 
member, engage in a process of role change and adaptation (Hairston, 2002). Selected 
members assume some or all of the incarcerated member’s previous responsibilities 
including caring for children, making decisions, negotiating with the prison system, and 
serving as a liaison between an incarcerated parent and her children. Some caregivers 
may not have had much contact with the children before the parent’s incarceration, and 
must establish themselves as surrogates and develop relationships (Travis, 2005). 
Another aspect of the changing family structure is the separation of siblings across a 
network of caregivers who may not be able to support an entire sibling group.  In many 
cases, the maternal grandmother is the primary caregiver for children of incarcerated 
mothers (Bloom et al., 2003; Hairston, 2002). 
Female inmates who maintain family connections must also adapt to the changing 
family structure and new family roles. Family expectations are in place that warrant 
parenting from behind the walls. Female inmates must express emotional gestures of 
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caring and concern for their children as well as participate in decision making about 
select family issues that may impact the children. Research shows the cycle of recidivism 
complicates adjustment and adaptability to these changing roles in cases where the 
physical and emotional needs of the incarcerated member transform into what the family 
feels are selfish demands. Families will establish a physical and emotional disconnect 
when they begin to feel enough is enough and those bridges were burned prior to 
incarceration (Hairston, 2002).  
 
Financial Difficulties 
Numerous incarcerations consume considerable financial resources for families, 
forcing most families to incur the burden of what can become significant financial loss 
(Hairston, 2002; Holt & Miller, 1972; Travis, 2005). During the period of incarceration, 
the flow of financial support stops from the incarcerated member, thus placing additional 
strain on the family system (Travis, 2005). The loss is particularly great for families who 
attempt to maintain family relationships between prison and home and financially support 
their incarcerated member. These families assume additional costs in maintaining their 
own household, remittance of court fees and legal costs, maintaining communication 
between prison and home, and in-prison financial support. Grandparents and other 
relatives, in particular, who care for children of incarcerated mothers, are found to incur a 
significant amount of expense. Chicago Coalition’s (2002) survey of female inmates 
indicates the majority of incarcerated mothers (particularly substance dependent females) 
received public assistance or welfare in the days prior to incarceration. Eligibility for 
welfare payments under the TANF (Temporary Assistance for Needy Families) program 
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cease upon incarceration because the inmate is no longer considered the custodial parent 
(Travis, 2005). Welfare benefits are not automatically transferred and/or awarded to the 
temporary caregiver (i.e., grandparents or extended family caregivers), however, child-
only or partial payments may be given (Hairston, 2002; Travis, 2005). Child-only 
benefits are lower than full TANF and fail to cover the full cost of providing care for 
multiple children, thus forcing temporary caregivers to fill in the gaps (Hairston, 2002; 
Travis 2005). Some caregivers resign from their regular jobs in order to assume full-time 
childcare responsibilities. Studies of grandparents raising grandchildren affirm these 
difficulties (Altschuler, 1999; Bloom and Steinhart 1993; Petras, 1999).  
New caregivers often struggle to make ends meet during the period of parental 
incarceration (Travis, 2005). Families incur additional expense in their efforts to help 
maintain the parent-child relationship. Fielding daily collect phone calls, prison visits, 
and the provision of money or other supplemental items (either by request or voluntarily) 
to their incarcerated member can prove very expensive and quite taxing (Hairston, 2002). 
Moreover, such financial burdens can influence more than the family budget. According 
to Travis (2005), financial stress can produce negative behavioral affects for caregivers 
including harsh and inconsistent parenting patterns, which, in turn, can result in 
additional emotional and behavioral problems for children.   
 
Emotional and Social Issues 
Incarceration creates a tremendous sense of loss for female inmates and their 
families particularly when children are involved (Hairston, 2002). Incarcerated mothers 
cite separation from their children as one of the most difficult aspects of imprisonment 
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(Bloom et al., 2003; Hairston, 1991; Martin, 2001). Studies show adjustment difficulties 
as they relate to prolonged periods of separation and the accompanying feelings of loss, 
can result in depression and/or other mental health problems for both the inmate and 
family (King, 1993; Lanier, 1993).  
Neither caregivers nor the incarcerated mothers are adequately prepared to 
address children’s emotional needs arising from parental incarceration (Hairston, 2002). 
Incarcerated mothers and caregivers can sometimes feel ambivalent about whether to tell 
the children about the reasons for the mother’s absence. In many families, the children 
are never informed that their parent is incarcerated and are given alternative explanations 
for the parents’ absence (i.e. away at school or a job). Shared custody arrangements with 
other family members or inconsistent parental contact prior to incarceration, usually 
yields a decision of no explanation to the child or children regarding the parent’s absence 
(Hairston, 1991). 
Incarceration forces the family to cope with the feelings of shame and social 
stigma (Hairston, 2002; Holt & Miller, 1972; Travis, 2005). Families generally protect 
the details of such an event (i.e., incarceration) as a family secret. Family members 
refrain from disclosing such information to even their closest friends, and go to great 
lengths to protect the children from harmful disclosure effects. Unavoidable, nonetheless, 
is the burden of disclosure to community agencies and institutions the family must rely 
on for support. Families can generally ward off scrutiny and stigma until when they must 
navigate community systems and negotiate business in the best interest of its members 
(i.e., school meetings, applications for housing or alternative funding sources). In some 
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communities, families are oftentimes spared the burden of social stigma and hostility in 
neighborhoods where crime and incarceration have become the norm (Schneller, 1976). 
Family visits to the prison can prove yet another challenge to normal family 
functioning. Hairston (2002) cites family visitation as a strategy used by families to 
manage the separation and maintain connections with their incarcerated member. For 
many families, prison visits become a highly charged and anxiety producing event. 
Families must endure long waits, body frisks, intrusive searches and at times abrupt 
changes in prison policy (i.e., dress codes; identification policies) that may deny them 
access. This type of scrutiny can produce intense feelings of frustration, intimidation, and 
failure in the family’s efforts to maintain connections. 
 
Children of Incarcerated Parents 
By 1999, approximately 1.5 million minor children had a parent in state or federal 
prison. If local jail inmates are included and parolees under community supervision, the 
estimate of children with a parent involved with the U.S. criminal justice system is about 
7 million; 10 percent of all minor children (Travis, 2005; Travis et al., 2001). When a 
parent is incarcerated, a child’s world undergoes significant and traumatic disruption. 
These children are already at high risk along several fronts and tend to live in conditions 
characterized by poverty, instability, and diminished access to sources of support.  
Parental incarceration is not credited as the root cause for these precarious living 
conditions (although the root causes may be similar, i.e., cycles of poverty and violence), 
however, empirical studies suggest that parental incarceration does exacerbate the 
situation for many children (Travis et al., 2001).    
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Most of the children of incarcerated parents are quite young. Sixty percent are 
under age 10, and the average child left behind is 8 years old (Travis, 2005). The 
immediate impact of a parent’s arrest can be quite traumatizing for these children. They 
are abruptly separated from their parent, with little or no information about what 
happened, why it happened, or what to expect. Many of these children were living with 
caregivers other than their parents prior to incarceration. However, two-thirds of 
incarcerated mothers did live with at least one of their children prior to incarceration 
(Bloom et al., 2003; Chicago Coalition, 2002; Travis, 2005). More than half of these 
children (53 percent) will live with a grandparent. Another 26 percent will live with 
another relative, placing new responsibilities on extended family members. Some 
children have no familial safety net, resulting in 10 percent being placed in foster care for 
young children and group homes for adolescents (Travis, 2005).   
Studies to understand the impact of parental incarceration on children indicate 
children of incarcerated parents are more likely to exhibit signs of low self-esteem, 
depression, and emotional withdrawal from friends and family (Bloom et al., 2003; 
Cunningham & Baker, 2003; Travis, 2005; Travis et al., 2001). They are more likely than 
children not enduring a similar experience to display inappropriate or disruptive 
behaviors at home and in school. Children of incarcerated mothers are faced with the 
threat of constant moving, new caregivers, separation from siblings, and disconnect from 
friends (Cunningham et al., 2003; Travis, 2005). Emotionally, they process the loss of 
their mother with feelings of confusion, fear, anger, guilt and shame. Such changes in 
emotions can usually manifest as problems in school or substance use. Children of 
incarcerated parents tend to take a parentified role in the family organization (Hairston, 
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2002). They adopt adult roles of caring for younger siblings and make efforts to keep 
their mother off drugs or out of prison. These children must deal with the issue of stigma. 
With a mother in jail, a child may experience the disapproval of their peers, teachers, or 
other family members, resulting in feelings of shame and low self worth (Travis, 2005). 
In neighborhoods where there is a high concentration of incarceration among adults, 
losing a parent is the norm, diminishing some of the elements of social stigma. However, 
the experience still requires the child or adolescent to work through a complex set of 
feelings regarding the actions that led to the parent’s imprisonment. At the very least, 
they lose their innocent place of safety and security due to general instability and a 
number of conditions related to the parent-child separation (Cunningham et al., 2003; 
Travis et al., 2001). Children found to cope well with the incarceration of a parent may 
have the added stress of overcoming the stereotype that they are at risk and/or destined 
for a life of behavioral problems and failures (Travis, 2005).   
 
Impact of Substance Abuse 
 Substance abuse by any family member can wreak havoc on the entire system. 
Research suggests that violence within a family operates as a risk factor for future 
substance abuse (Sullivan et al., 2002). The psychological stress that children experience 
from both witnessing and being a victim themselves, places them at risk for substance 
abuse in their lifetime. Additionally, intimate partner abuse predicts substance use in 
women (Goldberg, 1995). 
Abuse and neglect are the most obvious risks for children of substance abusers. 
Poor nurturing, monitoring, and discipline characterize the neglect. Basic needs for food 
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and healthcare often go unmet in families affected by substance abuse. In this context, 
poor mental and physical health in children is seen as correlates of parental substance use 
(Roosa, Tein, & Groppenbacher, 1993). 
Substance abuse affects the process of healthy family functioning. For example, a 
non-abusing parent may function to compensate for the deficiencies that the substance-
abusing parent has developed because of their drug use, resulting in the children’s role of 
surrogate partner for the drug dependent parent (CSAT, 2004). Children may develop 
elaborate systems of denial as well as other defenses to protect themselves against the 
reality of a parent’s addiction. Children also may behave in a manner that is not age 
appropriate to compensate for the parental deficiency.  
The transmission of substance abuse across generations, with both behavioral and 
genetic components, is another risk factor for children. Compared to children of social 
drinkers, children of alcoholics are more likely to develop alcohol and substance abuse 
problems by adolescence (Windle, 1996). Similarly, fetuses exposed to drugs during 
pregnancy develop into children with a higher risk for a substance abuse problem in 
adulthood (Jaudes, Ekwo, & Van Voorhis, 1995). Intergenerational effects can have a 
negative impact on role modeling, trust, and concepts of normative behavior, which can 
harm relationships between generations (CSAT, 2004). Children with a substance 
dependent parent also are at risk for becoming an overprotective and controlling parent 
themselves, who fails to foster a sense of autonomy in their own children. 
When substance abuse forms the backdrop for child development, research 
suggests that families have the potential to operate as a protective factor rather than a risk 
factor for children. Family cohesion can buffer the effects of a substance-abusing parent, 
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thus reducing the psychological and behavioral consequences children face (Farrell, 
Barnes, & Banerjee, 1995). A cohesive family can also operate as a check on the 
adoption of negative behaviors. 
The socioeconomic quality of the neighborhood is found to also influence the 
impact of substance abuse on families (Sullivan et al., 2002). Impoverished 
neighborhoods tend to generate poor social and health outcomes. Social conditions, 
including unemployment, crime, discrimination, and school failures, tend to undermine 
family stability and parenting practices (Bowen, Desimone, & McKay, 1995). Moreover, 
these conditions may pose barriers to social and health services access. 
Substance abuse has the tendency to separate families. The substance dependent 
member may increasingly isolate from the family as drug use escalates, often preferring 
to associate with the new peer group of substance abusers (CSAT 2004). The substance 
dependent member may also choose to participate in other forms of antisocial activity 
that will support, reinforce, and maintain the addictive behavior. 
Substance abuse can create a fracture in the family system, which is further 
compounded with involvement in the criminal justice system. Families become invisible, 
silent, and often marginalized once introduced into the system. Little consideration is 
given to how much power family members can have in influencing the recovery and 
rehabilitation processes. Acknowledgement of the family’s holding environment is 
essential in breaking the cycles of both addiction and incarceration.    
 
Criminal Justice, Substance Abuse, & Family Therapy 
 
Research increasingly suggests that risk factors for recidivism and substance 
abuse are significantly reduced for drug-addicted offenders when a continuum of care 
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exists between prison and home (Bobbitt & Nelson, 2004; National Institute on Drug 
Abuse, 1999; Lehman, Beatty, Maloney, Russell, Seymour, & Shapiro, 2002; Travis, 
2005; Winterfield & Castro, 2005). Equally important has become the identification of 
reentry issues for both the inmate and family (Lehman et al. 2002; Travis, 2005). Studies 
indicate that multiple systems’ collaboration that includes criminal justice (correctional 
and community), behavioral health (correctional and community), and the family, is 
instrumental in fostering positive familial relationships and post-release familial supports 
(Bloom et al., 2003; Travis, 2005; Winterfield et al., 2005). The multidisciplinary team 
approach increases compliance along the treatment continuum from prison to home and 
reduces occurrences of new arrests post-release for substance dependent parolees 
(Sullivan et al., 2002).  
The role of family relationships in the creation and maintenance of addiction has 
been well-studied (Kaufman & Kaufman, 1992; Stanton, 1982; Stanton, 1985) by 
researchers striving to validate the utilization of family therapy as an essential treatment 
approach in working with substance abuse (Stanton & Shadish, 1997; Kirby, Marlowe, 
Festinger, Garvey, & LaMonaca, 1999; Landau, Garrett, Shea, Stanton, Brinkman-Sull, 
& Baciewicz, 2000). However, despite the acceptance of family therapy as a concept, the 
development of family-based treatment approaches as an intervention in the context of 
adult drug treatment populations is limited (Rowe & Liddle, 2003; Liddle & Dakof, 
1995). 
Many advances are evident in the utilization of family-based approaches for 
substance dependent adolescents. Earlier investigations of family-based approaches used 
with substance dependent adolescents were found to successfully engage and retain 
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adolescents and their family members in treatment (Szapocznik, Rio, Murray, Scopetta, 
Rivas-Vasquez, 1989). Moreover, the inclusion of family-based interventions helped 
reduce drug use as well as the accompanying emotional and behavioral problems 
(Henggeler, Borduin, Melton, Mann, Smith, & Hall, 1991; Liddle, 2002); and improve 
school performance and family functioning (Brown, Henggeler, Schoenwald, Brondino, 
& Pickrel, 1999; Liddle, Dakof, Parker, Diamond, Barrett, & Tejeda, 2001). Interventions 
that are more recent were developed for resistant adolescent drug abusing populations 
who had criminal justice involvement. Family-based treatment was found to retain drug 
dependent juveniles in treatment as successfully as other state-of-the-art drug protocols 
(Rowe et al., 2003) or standard drug treatment alone. Henggeler, Pickrel, Brondino, & 
Crouch (1996) reported a 98 percent treatment completion rate for substance abusing 
juveniles that participated in 130-day trial of Multisystemic Therapy (MST).  Treatment 
retention and compliance is increased when intensive forms of family-based services are 
provided within the juvenile justice system (Borduin, Mann, Cone, Heneggeler, Fucci, 
Blaske, et al., 1995; Henggeler et al., 1996). Controlled trials of Functional Family 
Therapy (FFT) for adolescents with behavior problems established that FFT improved 
family functioning and reduced recidivism among juveniles more than group therapy, 
psychodynamic therapy, or no episodes of treatment (Barton, Alexander, Waldron, 
Turner, & Warburton, 1985). Waldron et al. (2001) more recently examined the efficacy 
of combining FFT with individual Cognitive Behavioral Therapy (CBT) for substance 
abusing adolescents. Results revealed significant reductions in drug use at 4-month and 
7-month follow-ups. Preliminary results comparing intensive Multidimensional Family 
Therapy (MDFT) with residential treatment (alone) for severe substance abusing 
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comorbid adolescents show that MDFT more effectively reduced drug use from intake to 
12-month follow-up (Liddle, Dakof, & Henderson, 2002). 
In 1995, Liddle and Dakof concluded that earlier research had neglected the 
development of family-based approaches for adult substance abuse. The most 
encouraging support for family therapy with adult substance abusers was through the 
empirical research program of Stanton and his colleagues. Stanton & Todd (1982) 
reported that structural-strategic family therapy reduced drug use more effectively than 
standard drug counseling, although no differences were found on vocational or 
educational functioning. In a subsequent study, Stanton et al. (1985) showed an in-home 
detoxification program was more effective than standard detoxification for substance 
abuse. Progress has since been made in the refinement and evaluation of family-based 
approaches that were originally designed for use with alcoholic clients and their families. 
Hser, Maglione, Polinsky, & Anglin (1998) revealed that significant family problems had 
the capacity to undermine substance abusers’ motivation to follow through on family 
therapy referrals. Whereas, DeCivita, Dobkin, & Robertson (2000) concluded that the 
involvement of family members in treatment rests on the substance abuser, in terms of 
openness in receiving family support, and on the therapist in proactively recruiting family 
members into the treatment process.  Dakof, Quille, Tejeda, Alberga, Bandstra, & 
Szapocznik (2003) examined the efficacy of a manualized, in-home drug abuse treatment 
enrollment and retention intervention with substance abusing women and their families. 
The approach utilized the relational model of women’s development (Dakof, 2000), 
family-based approaches for treating substance abuse (Liddle, Dakof, & Diamond, 1991), 
and family preservation models of service delivery (Wells, 1995). Results demonstrated 
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that, (based on a sample of 103 African American mothers of substance exposed infants), 
significantly more women assigned to the enrollment and retention group (88%) enrolled 
in substance abuse treatment than did women assigned to a control (community 
engagement as usual) group (46%). Kirby, Marlowe, Festinger, Garvey, and LaMonaca 
(1999) randomly assigned a sample of 32 family members and significant others of 
substance users to either a “Community Reinforcement Training” (CRT) or a 12-step 
self-help group. The objective was to determine whether the inclusion of family therapy 
in substance abuse treatment was of benefit to family members, and whether there would 
be an impact on admission into treatment for the substance abuser. Ten-week follow up 
assessments revealed significantly greater retention of family and significant others in 
treatment, and higher rates of treatment engagement for substance abusers whose 
families’ were assigned to CRT. Worth noting, are studies of behavioral couple’s therapy 
with a range of drug abusing populations that have established impressive effects on drug 
use, medication compliance, relationship adjustment, and the functioning of children of 
substance abusing couples in therapy (McCrady & Epstein, 1996; Fals-Stewart, Birchler, 
& O’Farrell, 1996; Fals-Stewart et al., 2000; Fals-Stewart, Kashdan, O’Farrell, & 
Birchler, 2002; Winters, Fals-Stewart, O’Farrell, Birchler, & Kelley, 2002).  
Although significant progress can be noted in regard to the utilization of family 
therapy for addressing adolescent and adult substance abuse, there still exists a limited 
body of knowledge on its application and efficacy within special population adult 
treatment settings (i.e., criminal justice settings). 
Empirical literature acknowledges that family plays a critical role in achieving 
sobriety for drug users and in the successful rehabilitation of offenders (Sullivan et al., 
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2003; Lehman, Beatty, Maloney, Russell, Seymour, & Shapiro, 2002; Nelson & Trone, 
2000; Travis et al., 2001; Travis, 2005). However, few drug treatment programs 
incorporate families into everyday clinical practice, and the literature provides even fewer 
evaluations of such programs. Sullivan et al. (2002) hypothesized that support provided 
to families of substance dependent offenders could reduce their drug use and criminal 
activities. Research indicates that New York City’s La Bodega de la Familia, through its 
Family Case Management approach, engages offenders in outpatient treatment, decreases 
the use of incarceration due to relapse, and helps families use community resources to 
address physiological and mental health issues (Sullivan et al., 2002). La Bodega’s 
methodology tested the assumption that strengthening the families of parolees who abuse 
substances would enhance treatment outcomes, reduce incarceration because of relapse, 
and lessen domestic abuse that often accompany substance abuse within families. 
Following an analysis of data from their mixed methods study, La Bodega reported 
illegal drug use among Bodega participants declined significantly, from 80 to 42 percent. 
There was no evidence to support the theory regarding the provision of social and 
emotional support via inclusion of family to increase treatment compliance. Family 
pressure and encouragement were reported as significant influences in getting the 
substance abuser to stay off drugs. In addition, improved family communication and 
emotional attachment was attributed to reduced drug use. Although the goals of the 
Bodega study did not include reducing criminal justice involvement, outcome data does 
suggest that with decreased potential for relapse and increased family supports, 
recidivism also was reduced along with the participants’ substance abuse. 
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A year earlier, Family ReEntry, Inc. (1995) released an unpublished study 
(conducted by University of Connecticut researchers) that examined outcomes for 133 
inmates in a New Haven Connecticut Correctional facility that had participated in family 
therapy sessions at its community-based family focused program. Utilizing family 
members and significant friends as resources, the objective was to reverse recurring 
cycles of family relationship problems, abusive behavior, drug dependency and 
institutionalization for the repeat offender. A review of quantitative data showed that 
among 61 inmates who participated in family therapy sessions following their release 
from prison, 21 or one-third had remained arrest free three to five years later. Data for 
Family ReEntry participants were compared to a control group of 72 non-participants, in 
which only seven (10%) remained arrest-free. Preliminary results suggest that family-
based approaches may effect positive change for offenders. 
 
Summary 
 Tougher sentencing policies have resulted in the imprisonment of well over two 
million individuals throughout the U.S. criminal justice system. Substance dependent 
women have become the fastest growing percentage of inmates nationwide. Research 
with nonincarcerated drug abusing women and men has shown that there are significant 
gender differences in risk factors for substance abuse. Women’s episodes of drug use, 
abstinence and relapse are more closely linked to their opposite-sex relationships than 
men, and women are more influenced by the intergenerational transmission of familial 
substance use. Female inmates are more likely to have used heroin, cocaine, and 
intravenous drugs more frequently before incarceration. Female inmates have abuse 
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histories and coexisting mental health disorders underlying their substance abuse. 
Compared to their male counterparts in prisons and jails, substance dependent women are 
more likely to have primary responsibility for their children prior to incarceration. The 
majority of female inmates come from impoverished conditions, where they leave a 
family that is already struggling to survive life experiences that oftentimes produce risk. 
Incarceration exacerbates preexisting conditions to perpetuate significant feelings of loss, 
demoralization, and victimization for family members. Because families often suffer the 
residual effects of substance abuse, research supports the integration of family-based 
approaches as an effective way to enhance chances for long-term recovery and the 
restoration of family stability and wellness. Significant research has examined the 
efficacy of family-based approaches with adolescent substance abusers; however, there 
remains a limited body of knowledge with regard to adults.  
Risk factors for recidivism and substance abuse are reduced for offenders when a 
continuum of care exists between prison and home. Furthermore, family inclusion in the 
treatment process disables familial barriers (i.e. familial sabotage), and positions the 
family as a support resource along the continuum of treatment and recovery. Two family-
based programs acknowledge the critical role that family plays in facilitating sobriety and 
successful rehabilitation for male offenders, La Bodega de la Familia in New York and 
Family ReEntry, Inc., in New Haven, Connecticut. The major objective of both is to 
strengthen family relationships through the provision of family therapy services to 
substance dependent parolees and their families. Mixed method outcome studies 
indicated the integration of family-based approaches with drug treatment improved 
treatment retention, reduced risk associated with relapse, and reduced recidivism risk.  
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A better understanding of incarcerated, substance dependent women’s 
relationships within the context of their family may provide clues to the risk and 
protective factors associated with drug relapse and recidivism. More research is needed to 
evaluate the provision of family-based approaches and services for incarcerated women. 
Specifically, research is needed to investigate whether exposure to family therapy 
services while incarcerated is effective for reducing recidivism for substance dependent 
female offenders. Moreover, does the collaboration of service delivery systems in 
correctional settings (i.e., substance abuse treatment and family therapy) influence 
treatment retention and reduce risk associated with recidivism post release? Considering 
the cost of incarceration to the state and to the lives of countless incarcerated women and 
their families; limited (and tenuous) funding availability for substance abuse treatment  
and demands for gender parity, gender-specific knowledge as it relates to family-based 
approaches and services is essential to inform future program and policy decisions with 
respect to incarceration. 
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CHAPTER 3: METHODOLOGY 
 
 
 
 
 
Purpose of Study 
 
The purpose of this study was to evaluate whether family therapy utilized as a 
services’ enhancement with substance abuse treatment was effective for improving 
retention in substance abuse treatment and reducing recidivism for female inmates in the 
Philadelphia Prison System. Briefly, this included coding a treatment group variable to 
reflect whether female inmates received treatment for substance abuse only while 
residing on the in-prison therapeutic community (TC only group), or received both, 
therapeutic community treatment and family therapy (TC + FT group). Once determined, 
treatment group variables were used to make a series of comparisons between the groups 
on treatment retention and posttreatment recidivism indicators. 
 
Research Questions 
The research questions for the study: 
1. Did women in the TC only group have similar levels of risk factors as women in 
the TC + FT group? 
2. Does adding family therapy enhance retention in substance abuse treatment (i.e., 
the OPTIONS TC)?  
3. Does family therapy reduce recidivism?   
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Conceptual Definitions 
Study Groups  
 The type of treatment a female inmate was receiving while on the OPTIONS TC 
differentiated study groups, also considered treatment groups in the study. The OPTIONS 
only study group (TC only) was considered the group of female inmates who received 
substance abuse treatment only while on the OPTIONS TC. Women who received both 
substance abuse treatment and family therapy comprised the sample of inmates in the 
OPTIONS and family therapy study group (TC + FT). 
 
Risk Factors  
 Several variables have commonly been found to predict female offenders’ risk 
for recidivism (Bonta, J., Pang, B., & Wallace-Capretta, S., 1995; Hannah-Moffat, K., 
2004; Hiller, Knight, & Simpson, 1999) including age; race/ethnicity; educational level; 
criminal history; substance abuse history; mental health; and trauma history.  
 
Treatment Completion in OPTIONS TC 
 The OPTIONS TC conducted 24 therapeutic group sessions over a period of 12 
weeks (90 days). Each 12-week treatment phase was characterized as a cycle. Female 
inmates would graduate to the next cycle of 24 group sessions following successful 
completion of the previous cycle of 24 groups (i.e., Cycle 1 = 24 groups, Cycle 2 = 24 
groups, etc.).  This process of cycle graduations would continue until the female inmate 
was released from OPTIONS TC. Therefore, the treatment completion variable (yes or 
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no) for the study was considered completion of at least one OPTIONS cycle/24 group 
sessions.  
 
Recidivism  
 Recidivism was considered a new arrest on felony charges following release from 
prison (Gale Group, Inc., 1998). This variable was exclusive to the first post-release 
arrest (yes or no) for a new offense. 
 
Major Hypotheses of the Study 
1. Women in both groups (TC only versus TC+FT) will be similar on control 
variables. 
2. Adding family therapy will increase substance abuse treatment retention on the 
OPTIONS TC. 
3. Family therapy does reduce recidivism.  
 
Program Descriptions 
 
 The Philadelphia Coordinating Office for Drug and Alcohol Programs 
(CODAAP) contracted with the Medical College of Pennsylvania and Hahnemann 
University Graduate Programs in Couple and Family Therapy (Forensic Family Therapy 
Treatment Program) to build upon existing collaborative relationships and efforts 
developed through one of its Criminal Justice Initiatives, the Forensic Intensive Recovery 
Program (FIR). The objective was to provide family therapy and treatment preparation 
behind the walls of the Philadelphia Prison System to those individuals who were court 
stipulated to community-based drug treatment programs upon their release from prison. 
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Conceptually, a family therapy treatment enhancement of this nature was designed to 
improve services for incarcerated individuals and their families and better prepare the 
incarcerated client for substance abuse treatment in a community-based setting as well as 
incorporate important familial supports in the treatment process sooner.   
For the purpose of the collaboration, the Forensic Family Therapy Treatment 
Program (FFTTP) was based in the Philadelphia Industrial Correctional Center (PICC) 
where the program was linked to the Philadelphia Prison System’s substance abuse 
treatment program/therapeutic community-OPTIONS. A heuristic of the referral and 
admission process located in Appendix A (see p.103), shows how the referral process 
translates across systems for female offenders who had been court stipulated to substance 
abuse treatment (either in-prison only or in-prison with release to community-based 
treatment). The FIR clinical evaluation unit assessed inmates in the Philadelphia prisons 
for court ordered release to community-based residential and outpatient drug treatment. 
These evaluations were done prior or during admission to OPTIONS, and OPTIONS, in 
turn, identified all inmates evaluated by the FIR program for a referral to the family 
therapy program (FFTTP).      
 
Forensic Intensive Recovery Program (FIR) 
The Forensic Intensive Recovery (FIR) Program, funded through the 
Coordinating Office for Drug and Alcohol Programs (CODAAP), Philadelphia 
Department of Public Health, was a prison diversion initiative that offered eligible 
criminal offenders substance abuse treatment in lieu of incarceration. The Clinical 
Evaluation Unit of FIR was responsible for evaluating eligible criminal offenders for 
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chemical dependency and initiating a referral to community-based providers for 
residential, intensive outpatient and outpatient substance abuse treatment services. FIR 
also provided case management services to all FIR program participants. FIR clients were 
referred through the Defender’s Association of Philadelphia and court mandated for 
substance abuse treatment. 
 The FIR Program was implemented in November 1993 as a response to a federal 
consent decree, which required the City of Philadelphia to provide a minimum of 250 
substance abuse treatment slots. FIR contracted with a network of community-based 
treatment providers and support services to provide treatment and ancillary services to 
early parole (sentenced eligible), and re-paroled (sentenced eligible) inmates in the 
Philadelphia Prison System.  
 
OPTIONS: Prison-based Therapeutic Community  
The OPTIONS program was a prison-based therapeutic community that had a 
substance abuse treatment unit located at each of the five (5) Philadelphia Prison System 
(PPS) correctional facilities. The women’s program was a nontraditional therapeutic 
community offering gender appropriate treatment. The female OPTIONS staff created a 
program atmosphere that promoted the development of each woman’s greatest potential 
by encouraging leadership and responsibility in non-authoritarian and non-abusive ways. 
While addressing the intrinsic and extrinsic needs of the women, the therapeutic approach 
provided a structure that ensured a physically, emotionally, and chemically safe 
environment that emphasized the behaviors and skills necessary for long-term recovery.  
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The OPTIONS therapeutic community utilized a treatment approach that included 
key concepts, beliefs, clinical and educational practices, and program components that 
were the product of over 30 years of research and development (National Institute on 
Drug Abuse, 2005). Two fundamental principles influenced day-to-day clinical 
operations on any therapeutic community, in the use of ‘community’ as the primary agent 
of change and promoting the efficacy of self-help.    
Community, as it refers to the in-prison therapeutic community, included 
treatment staff and inmates in recovery, working collectively in structured and 
unstructured ways to influence attitudes, perceptions, and behaviors associated with drug 
use (NIDA, 2005).  Self-help (both individual and mutual) implied that individuals were 
the main contributors to a process of change and should assume partial responsibility for 
the change in others (i.e., peers). Mutual self-help (assuming partial responsibility for the 
other) was also viewed as an important aspect of individual recovery (NIDA, 2005). 
OPTIONS’ therapeutic approach was tailored in traditions and rituals that 
included community meetings, therapy groups, 12-step fellowship meetings (Alcohol 
Anonymous, Narcotics Anonymous, Cocaine Anonymous, and Al-Anon), educational 
awareness classes, assignments and journaling, seminars, peer groups, and committees. 
Residents adhered to rules and standards of behavior that were reinforced with specific 
contingencies (rewards and punishments) directed toward developing self-control and 
responsibility (NIDA, 2005). Program goals were designed to educate and support 
abstinence and recovery as well as reinforce coping skills that allowed for positive 
community reintegration.  
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During each 12-week phase progression or cycle (OPTIONS designation), 
therapeutic and psychoeducational groups directed the focus of treatment. This treatment 
curriculum included drug and alcohol education; relapse prevention; the disease concept 
of addiction; anger management; and 12 steps of recovery, with particular emphasis on 
steps 1-3: admitting there is a problem; recovery means no more substances, and a 
willingness to surrender to the process of recovery (Retrieved January 13, 2008, from 
http://www.12-step-treatment.com). Supplemental group sessions addressed self-esteem, 
goal setting and transitional/reentry planning. All female inmates in the program 
participated in group therapy twice a week with OPTIONS social workers as well as 
seminars, workshops, classes, program meetings, and other services focused on issues 
specific to recovering women. The concepts of learning personal and social responsibility 
and ethics (living right) and behaving as the person “should be” rather than “has been” 
(acting “as if”) served as the principle theme for all TC groups, meetings, and seminars 
(NIDA, 2005). These activities were intended to heighten the participant’s awareness of 
specific attitudes or behaviors and their impact on the individual and the social 
environment.  
 The OPTIONS TC was programmatically structured to emphasize the experience 
of community within the unit (NIDA, 2005). Newcomers to the unit are immersed in the 
community and expected to fully participate, thus decreasing their identification with 
their past drug-life and increasing new prosocial attitudes, behaviors, and responsibilities. 
The OPTIONS staff served as rational authorities and guides in the recovery process and 
work closely with correctional personnel (i.e., unit officers and managers) in order to 
provide a 24-hour/7-day a week context for continued learning (DeLeon, Melnick, & 
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Kressel, 1997) in which individual changes in conduct, attitudes, and emotions were 
monitored and reinforced in a daily regime.   
The OPTIONS program had both male and female therapeutic communities 
across the prison system and was connected to a network of community-based outpatient 
support services and resources. Overall, the program served over 900 inmates per year 
and was staffed by a core of civil service employees. Two gender specific (one male and 
one female) therapeutic communities were located at Philadelphia Industrial Correctional 
Center (PICC) during the period of study that housed 70 court stipulated inmates each for 
expected treatment duration of six through twenty-three (23) months.  
 
Admissions Criteria for the OPTIONS Program 
Inmates were eligible for admission to OPTIONS TC if: (1) The judge ordered 
and sentenced an offender to OPTIONS; (2) The offender was sentenced with a 
stipulation for Forensic Intensive Recovery (FIR); (3) The inmate, while housed in 
general population, was assessed by the FIR Clinical Evaluation Unit and determined 
eligible. Public defenders, the prison’s medical unit, or self-referrals also were potential 
referral sources for the OPTIONS-TC. Admission to the OPTIONS TC would occur if 
any one of the three admissions criteria was met and the inmate contracted with the TC 
for services.   
 
Discharge Criteria for the OPTIONS Program 
Once admitted to OPTIONS, inmates were allowed to either serve out their full 
sentence in the TC (i.e. non-FIR/TC only clients) prior to discharge or serve a portion of 
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their sentence in the TC with a stipulation for early release to community-based drug 
treatment (i.e., FIR clients). All participants in the OPTIONS program were required 
(upon admission) to sign a contractual agreement acknowledging the behavioral policies, 
procedures, and codes of conduct as they pertained to the TC. An inmate risked 
administrative discharge or permanent expulsion from the unit if found in violation of the 
tenets thereof. A sanction of permanent expulsion from the unit occurred if any of the 
five cardinal rules were violated in the OPTIONS contract including: any form of 
physical and/or sexual violence;  the use or solicitation of illegal drugs; any breach of 
confidentiality; any form of racial or sexual intimidation; and/or any threats of physical 
or sexual violence. A decision of expulsion was permanent and disallowed return to the 
OPTIONS unit at any time during the period of incarceration. A sanction of temporary 
removal from the unit, with the possibility for return, would occur for infractions to 
behavioral codes of conduct such as: adherence to personal hygiene; respect for and 
maintenance of personal living space and the OPTIONS unit; smoking; abusive language; 
sexually explicit behavior; and/or non-participation in OPTIONS program activities. 
Temporary removal allowed for return to the OPTIONS unit after 30 days, completion of 
sanction assignments, and staff review.  
 
Forensic Family Therapy Treatment Program (FFTTP) 
 
In 1995, Graduate Programs in Couple and Family Therapy at (formally) MCP 
Hahnemann University contracted with the Coordinating Office of Drug and Alcohol 
Programs (CODAAP) in an effort to provide couple and family therapy services to 
inmates incarcerated in the Philadelphia Prison System (PPS). Based in the Philadelphia 
Industrial Correctional Center (PICC), FFTTP collaborated with the prison-based 
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therapeutic community, OPTIONS, and the Coordinating Office of Drug and Alcohol 
Programs’ key Criminal Justice Initiative, the Forensic Intensive Recovery Program 
(FIR) for the purposes of establishing an adult forensic client-base that would receive in-
prison couple and family therapy services prior to release. With both its referral source 
and client-base established, FFTTP developed a treatment model that would integrate 
comprehensive couple and family therapy into the treatment contract of the adult 
substance dependent forensic population.  
FFTTP was developed on the assumption that addiction and incarceration were 
co-occurring phenomena requiring intervention at the individual (client), familial and 
larger system levels. Committed to an integrated approach to services, FFTTP worked to 
strengthen families and promote family wellness by working collaboratively with the 
incarcerated member, family, and collateral systems to restore and liberate these families 
from experiences that had caused generations of pain, anxiety, depression, behavioral 
problems, disconnect and miscommunication.  Utilizing a family therapy approach, 
FFTTP helped families strengthen both their internal and external (macro-system) 
relationships, process and resolve familial problems, and address the challenging issues 
that caused and maintained those problems.  
In considering the oppressive nature of addiction and complexity for families in 
receiving services from multiple systems, FFTTP established program goals that would 
first strengthen existing treatment and provide continuity of care. It was essential for the 
program to empower the family to fulfill its function as a positive support system for 
incarcerated clients in its effort to increase family reunification. Additionally, because 
FFTTP was based on the assumption that psychological health and well-being were 
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necessary for successful transitions and lasting positive change, therapists would work 
with client families to overcome barriers in accessing services through mobilization of 
therapy with in-home services. 
The goal of the Coordinating Office of Drug and Alcohol Programs (CODAAP), 
Philadelphia Prison System (PPS), and the Criminal Justice Initiatives Forensic Intensive 
Recovery (FIR) was for each inmate to move through the FIR constellation of services in 
the 90 days prior to their release. This would allow FFTTP therapists time to provide up 
to 20 in-prison family therapy sessions to approximately 280 male and female clients per 
year.  FFTTP’s service objectives included: (1) Assessments of inmates and families; (2) 
family therapy sessions with individual inmates and their families; (3) couple therapy 
with inmate and significant other; and (4) a termination session at the community-based 
care facility with the client, the family (where possible) and community treatment staff.   
A continuity of care provision was also in place to deliver an additional 20 sessions of 
family therapy at the community-based treatment facility along the continuum of care 
(i.e. residential, intensive outpatient, and outpatient).  
 
Referral, Admission, and Discharge Criteria for FFTTP 
During weekly team meetings, eligible FIR clients were identified by the 
OPTIONS staff and referred to FFTTP for family therapy. Referrals issued on a 
comprehensive client listing were assigned to designated FFTTP family therapists and/or 
family therapy student interns for service provision. Client intakes and assessments were 
conducted on-site at the Philadelphia Industrial Correctional Center (PICC). Subsequent 
couple and/or family sessions were held on-site at PICC or in the family home. 
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Termination and/or continuation of care sessions occurred at the community-based 
treatment facility. 
Pursuant to the contractual agreement between CODAAP and FFTTP, FIR clients 
referred to the family therapy program for service provision were eligible to receive up to 
20 clinical sessions across the continuum-of-care (i.e. in-prison, community-based 
residential or intensive outpatient, and outpatient). Immediate discharge occurred if: (1) 
the client was permanently removed from the OPTIONS unit as a sanction; (2) upon 
release the client chose to terminate during community-based treatment; or (3) a client 
AWOL occurred from community-based treatment. In the event a client was temporarily 
removed from OPTIONS as a sanction, services would resume upon their return to the 
unit.    
 
Sample 
Archival file data was collected from a sample of 100 female inmates (described 
more fully below) admitted to the OPTIONS (70-bed) Therapeutic Community (TC) in 
the Philadelphia Industrial Correctional Center (PICC) during the 3-year period between 
January 2000 and December 2002. Seventy percent of bed space in the OPTIONS TC 
was reserved for women that were stipulated for a FIR evaluation and early release to a 
community-based drug treatment program. Twenty percent (bed space) was reserved for 
women stipulated to the OPTIONS TC only. Because of PPS security and safety 
regulations regarding special medical conditions, 10% of OPTIONS bed space was 
designated for pregnant inmates. Pregnant inmates were under no legal obligation to 
participate in and/or avail themselves of any therapeutic activities on the OPTIONS unit 
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and did not meet sample criteria.  Pursuant to the contractual agreement between 
CODAAP, FIR, PPS, and MCP Hahnemann University (FFTTP), referrals to family 
therapy were designated for women in the OPTIONS unit who were court stipulated to 
community-based substance abuse treatment (upon release) and identified as FIR eligible.  
For comparison, the sample was divided into two treatment groups: TC only 
(substance abuse treatment only) and TC + FT (substance abuse treatment + family 
therapy). The TC only group included those female inmates that were stipulated to 
OPTIONS, with either no stipulation to FIR, ineligible for FIR, or declined the FIR 
program (N=50). The TC only group received substance abuse treatment only. The TC + 
FT group included female inmates who were court stipulated to FIR (N=50) who 
received both substance abuse treatment and family therapy. Data for the TC only group 
was matched with admission data from the TC + FT group for verification of admission 
to OPTIONS during the period of study (January 2000-December 2002). Data collected 
for the TC only group and the TC + FT group included variables for family therapy 
attendance (yes or no), duration of treatment, treatment completion, risk factors (i.e., 
sociodemographic including age, gender, race/ethnicity, marital status, employment 
history, and education level; criminal history; drug history; and social functioning) and 
recidivism. 
 
Description of Sample Selection 
A list of female-only personal print or P.P. numbers (prison identification 
numbers) were otherwise coded (i.e., P.P. # = 123456 to F00001) by the investigator in 
order to select a sample of N=100 records specific to the period of study (January 2000-
  
47
 
December 2005). Only complete client charts for FFTTP were considered eligible for the 
sample. Complete client charts were operationally defined as those charts that contained 
all administrative/clinical documentation pertinent to the organization and structure of the 
clinical record. This included: (1) record of service; (2) intake/registration form; (3) 
consent to treatment and releases; (4) evaluation/assessment; (5) treatment plan and 
progress notes/treatment summary; and (5) discharge documentation (as applicable), with 
little to no missing information. Charts missing section 4 (evaluation/assessment) were 
considered incomplete records and disqualified from the sample. A sample of OPTIONS’ 
records was selected using the same criteria and coding for women who were housed on 
the OPTIONS unit (TC only group) during the same period as FFTTP clients (TC + FT 
group).  
 
Data Collection Sources 
Upon referral and case consultation with the OPTIONS staff, the designated 
(FFTTP) family therapist and/or family therapy student intern administered an intake 
interview (duration = 2-3 one hour sessions within 30 days of admission). The intake 
included questions on the client’s social background, family relationships, health and 
psychological history and treatment, criminal involvement and legal history, domestic 
violence and trauma history, drug use and treatment history (see Appendix E, p.112). The 
number of family therapy sessions (including intake sessions) was documented on a 
standard tracking form housed in the front section of the client chart (see Appendix C, p. 
110). All information located in the intake (i.e., tracking and registration form), 
evaluation, and discharge sections (see Appendix E-F, pp. 112-120) of the clinical record 
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were coded using a standard code sheet (see appendix B, p. 104 for a copy of this data 
collection instrument). The coding sheet was developed specifically for this study as a 
means to extract and code archival data from its original data sources including hardcopy 
client records and electronic reports.   
Following court commit and admission to the OPTIONS-TC, the OPTIONS 
supervisor or her designee administered an intake interview.  The intake included 
questions on the inmates’ family relationships, health and psychological history, criminal 
involvement and legal history, trauma history, substances use and treatment history. For 
tracking purposes, the number of group sessions attended by each female inmate was kept 
in personal file maintained by their designated social worker. This aspect of record 
keeping was crucial, in that, two different social workers generally facilitated morning 
and afternoon groups. Only one of the two group facilitators was considered the 
designated social worker; however, attendance for each participant was submitted to the 
designated social worker for the other group. Treatment compliance was dependent upon 
attendance and level of participation in the group process. Following discharge, 
OPTIONS’ hardcopy files were transferred to the Philadelphia Prison System (PPS) 
central records department and data entered into computerized files.  
The PPS Management of Information Systems department provided Lock-and-
Track (custody and housing records which gave an accounting of inmates housing 
assignments while in custody at PICC) census information for the period January 2000-
December 2005 in order to select the sample of inmates stipulated to OPTIONS TC only 
(control group).  All data pertinent to women on the OPTIONS TC was coded using a 
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standard code sheet (see appendix B, p.104 for a copy of this data collection instrument). 
A sample document was unavailable as an addendum for review. 
PPS Management of Information Systems Department also provided 
electronically stored data pertinent to recidivism. Recidivism variables were coded using 
a standard code sheet to include information pertinent to the date of a new arrest, level of 
offense (i.e., misdemeanor or felony), and severity/type of offense (see Appendix B, p. 
104 for a copy of this data collection instrument). A sample document was unavailable as 
an addendum for review. 
 
Data Collection Procedure 
The standard data-coding sheet (see Appendix B, p. 104) is a 36-item data 
collection instrument that captured three areas of inquiry: (1) intake data-psychosocial 
evaluation variables; (2) compliance data-treatment retention and utilization variables; 
and (3) recidivism data-new criminal activity and time to rearrest. Each item within the 
three categories of inquiry was coded with continuous or dichotomously scaled variables 
for conversion and analyses of data with SPSS software.  
Section one (intake data) included information pertinent to sociodemographic, 
criminal, drug, and social functioning histories completed during intake and evaluation 
interviews administered by both OPTIONS and FFTTP.  Items were coded to comply 
with specific aspects of the category (e.g., Marital Status: 0-Never Married, 1-Married, 2-
Separated). For categories that reflected substance abuse, trauma and mental health 
histories, a list of possible events were dichotomously coded (i.e., 0-No, 1-Yes) with an 
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age addendum (i.e., Substance Abuse History: Alcohol, 0-No 1-Yes, Age at first use, etc.; 
Trauma history: Physical Abuse Childhood 0-No 1-Yes, etc.). 
Section two (compliance data) included information as it pertained to treatment 
events as defined by each program’s discipline and policies (i.e., duration of treatment, 
total number of treatment sessions, and treatment completions). Items were coded to 
reflect admission and discharge dates (i.e. Start Date: MM/YY; End Date: MM/YY), total 
number of treatment sessions and treatment days. Treatment completion status was 
dichotomously coded with yes and no responses (i.e., 0- No, did not complete; 1-Yes, 
completed).  
Finally, section three (recidivism data) reflected dichotomously coded items 
pertinent to post release criminal activity including new charges (i.e., 0- No, 1-Yes), date 
of arrest, and type or level of offense (i.e., 0-misdemeanor 1-felony).                  
 
Measures (Per Research Question) 
Research Question 1: Did women in the TC only group have similar levels of risk factors 
as women in the TC+FT group? 
 
Background information including sociodemographic (race/ethnicity, age, and 
education), criminal history, substance abuse history, and mental health history was 
abstracted from the PPS Integrated Jail Management System for the OPTIONS only 
study group (TC only). FFTTP client records supplied the same categories of information 
for the OPTIONS and family therapy study group (TC + FT). Background information 
with respect to trauma history was also abstracted for the TC + FT group. This 
information was obtained during prison intake and social services assessment for women 
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in OPTIONS only group (TC only). Family therapists and family therapy interns obtained 
the information during an intake interview and assessment using a standardized 
evaluation form with female inmates referred to family therapy from the OPTIONS TC 
(TC + FT).   
Sociodemographic background. The Race/Ethnicity variable for the study used 
information obtained during intake in response to categories including African American, 
Caucasian, Hispanic, Bi-racial and other (i.e. Native American, Asian American, etc). 
Age was operationalized as age in years at intake, using two age groups, 18-30 years and 
31 years and older. The education category used two variables for comparison. The first 
variable captured whether the individual completed high school (yes or no), and the 
second had six mutually exclusive categories describing educational attainment or highest 
grade completed within the category including grade school (grades K-8), some high 
school (grades 9-12), GED, vocational training, some college, and college graduate 
(degree completion). 
Criminal history. Criminal history, otherwise defined as history of incarceration, 
was operationalized for the study as a time served variable with two categories. The first 
captured the amount of time incarcerated as an adult that equaled 364 days or less. The 
second captured the amount of time incarcerated that equaled one year of time or more. 
Substance abuse history. Two variables were used to compare groups on 
substance abuse history. The first captured whether the individual had received substance 
abuse treatment prior to incarceration (yes or no). The second inquired as to whether the 
individual ever used substances from a list of eleven potential substances identified for 
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the purpose of data collection. Five drug categories emerged (Alcohol, Cocaine, 
Marijuana, Heroin, Crack) as the most commonly used substances in the sample. 
Mental health history. The mental health variable inquired as to whether the 
individual received mental health treatment prior to incarceration (yes or no) for the 
sample. 
Trauma history.  Information associated with variables operationalized for trauma 
history including childhood, adolescent, and adult, physical, sexual, verbal, and 
emotional abuse, was unavailable for the TC only group during data collection. Trauma 
history variables were used to provide additional information for the TC + FT study 
group.     
 
Research Question 2: Does adding family therapy enhance treatment retention in the 
OPTIONS TC? 
 
Treatment information including number of days on the OPTIONS TC for 
research question two was abstracted from the PPS Integrated Jail Management System 
(IJMS) for both study groups (TC only and TC + FT). Lock and Track printouts (housing 
records) captured the length of stay on the OPTIONS TC in terms of admission and 
discharge dates from the TC.  Because information pertinent to treatment completion (yes 
or no) was unavailable in the IJMS, OPTIONS cycle graduation programs were used to 
code the variable. 
 Treatment Retention in OPTIONS TC.  Housings records containing admission 
and discharge information were used to calculate the length of time (days) in substance 
abuse treatment while on the OPTIONS TC (treatment retention). The admission date 
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was considered the first day female inmates was housed on the OPTIONS TC (see 
Appendix B, p. 109), and discharge was the date of  release from OPTIONS for 
admission to community-based treatment, parole to the street, or relocation to another 
unit within PPS until release (see Appendix B, p. 109). Temporary removal as a 
disciplinary sanction was not considered a program discharge given treatment would 
resume immediately following return to the unit.  
 
Additional Exploratory Analysis for Research Question 2 
Data exclusive to the OPTIONS and family therapy group (TC + FT) was used to 
run additional exploratory analyses to uncover potential explanations for retention 
findings pertinent to research question two. FFTTP files and housing records from IJMS 
were used to abstract date of referral to family therapy and actual serve out date from 
PPS. 
 Time between family therapy referral and serve out.  Housing records containing 
an inmate’s movement and housing status within PPS was used to code the actual serve 
out date for women in the OPTIONS and family therapy group (TC + FT). The actual 
date a referral was issued to the family therapy program was subtracted from the actual 
date of serve out from PPS in order to create a time between family therapy referral and 
serve out variable. Referrals for family therapy were remitted from the staff of the 
OPTIONS TC to the FFTTP program on behalf of eligible female inmates. A referral 
date was considered the actual day of remission to family therapy for the provision of 
service. This information was found on a FFTTP referral form located in the front cover 
of the client record. Serve out for this study was operationally defined as the actual date a 
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female inmate was released from PPS.  This information was found in PPS housing 
records.   
 Time between admission to the TC and serve out. Housing records containing 
admission dates for the OPTIONS TC were subtracted from serve out dates to create a 
time between admission to the OPTIONS TC and serve out variable. An OPTIONS 
admission date was defined as the date a female inmate was housed or entered the 
OPTIONS TC. A serve out date was the actual date of release from PPS. Serve out 
information also was found in PPS housing records.  
 
Research Question 3: Does family therapy reduce recidivism? 
Post-release recidivism was based on arrests recorded in time served reports provided 
by PPS Integrated Jail Management System for both groups in the study. These records 
provided a comprehensive arrest history including type of charge and time served for the 
arrest. Custody records from IJMS were used as cross references with time served reports 
to verify the disposition or status of the arrest (i.e. amount of time served).  
Time until Rearrest.  Time until rearrest was calculated by subtracting the difference 
between the date of rearrest and serve out or release from PPS. Date of rearrest was 
considered the actual date of rearrest with subsequent conviction following release from 
prison (PPS). Serve out was the actual release date from PPS.  
 
Analytic Strategy (Per Research Question) 
Analyses for the current study began by identifying whether there were any 
preexisting differences between two treatment groups on a set of risk factors selected for 
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inclusion in the study based on prior research. Any differences between these groups 
were used in subsequent multivariate analyses as statistical controls to help isolate the 
independent effect of FFTTP treatment on both retention in the OPTIONS TC and 
whether a released female inmate recidivated. This was done using logistic regression for 
predicting dichotomous outcomes (e.g., treatment completion), linear regressions for 
predicting continuous outcomes (e.g., number of days in treatment), and Cox 
Proportional Hazards regression for predicting time until a specific outcome (e.g., days 
until rearrest). 
 
Research Question 1: Did women in the TC only group have similar levels of risk factors 
as women in the TC+FT group? 
 
Bivariate Analysis 
Bivariate analysis was used to determine whether there were any significant 
differences between study groups (TC only versus TC + FT). This analytic step was 
essential because of the quasi-experimental design of the study and served to identify 
statistical controls for analyses in the two subsequent research questions. Bivariate 
analyses were used to test the relationship between treatment groups (TC only versus TC 
+ FT) on multiple risk factors (including sociodemographic; drug, criminal, mental 
health, and trauma histories) associated with recidivism. For example, ANOVA was used 
for continuously scaled variables to test between-group difference on risk factors such as 
age and age at first use. Chi-square tests compared groups on ordinal and nominal 
dependent variables such as education and percent of racial diversity between groups 
(African American, Caucasian, and Hispanic). 
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Research Question 2: Does adding family therapy enhance treatment retention in the 
OPTIONS TC? 
 
Bivariate Analysis 
Analysis of Variance (ANOVA) was used to test treatment variables for between 
group differences (TC + FT versus TC only) on: (1) time in treatment (i.e., number of 
days in OPTIONS TC calculated by subtracting the number of days between admission 
and discharge); and (2) whether treatment completion occurred (0 = no, 1 = yes) using 
Chi-square.   
 
Linear Regression  
Using risk factors identified in the first analytic phase as statistical controls, the 
independent influence of family therapy on the number of days a female inmate was 
retained in OPTIONS was tested using linear regression (see Hiller, Knight, Saum, & 
Simpson, 2006 for a similar analysis). Logistic regression was used to predict whether the 
female inmate completed (1 = yes) or did not complete (0 = no) OPTIONS. As described 
in the previous section, specifically this analytic approach entailed identifying potential 
predictor variables for treatment retention in addition to the treatment group variables. 
This involved identifying risk factors associated with the retention variable. Risk 
variables associated with retention were included in linear regression equations for 
predicting retention.  For example, a model that regresses retention (calculated as the 
number of days in treatment) on treatment group and alcohol use allows for the 
estimation of the net effect of family therapy while partialing out the influence of alcohol 
use as a confounding variable. 
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Research Question 3: Does family therapy reduce recidivism? 
Bivariate Analysis 
Chi-square for dichotomously scaled variables was used to test for difference 
between treatment groups (TC + FT versus TC only) on any new arrests (0 = No; 1 = 
Yes).   
 
Multiple Logistic Regressions 
Using risk factors identified in the first analytic phase as statistical controls, the 
same overall analytic strategy described in the second research question was used for 
predicting recidivism. Again, risk variables found to be associated with treatment groups 
were included in multivariate models to isolate the independent effect of treatment on 
recidivism. For example, using logistic regression, analyses focused on determining 
which risk variables predicted one-year recidivism rates (0 = not rearrested; 1 = 
rearrested) and whether treatment had an independent effect (net the control variables) on 
recidivism.  
 
Survival Analysis 
Adjusting for variables on which the two groups were different (e.g., substance 
abuse history, criminal history, etc.) a Cox Proportional Hazards regression model 
(UCLA Academic Technology Services, 2006) was used for predicting multivariate 
associations between risk factors and time until rearrest. Use of survival analysis 
determined the length of time until recidivism for both groups (TC + FT and TC only) by 
testing the bivariate relationships between each predictor variable and the time between 
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prison release and first arrest (Hiller, Knight, & Simpson, 1999 June; Klebe & O’Keefe, 
2004). 
 
Legal and Ethical Considerations 
Waiver of Authorization Requirements in Connection to Research 
Pursuant with the requirements of the privacy regulations issued under the Health 
Insurance Portability and Accountability Act (HIPPA), 42 C.F.R.164.512 (i), that pertain 
to research that involves the use or disclosure of protected health information: 
• The authorization of individuals for use or disclosure of their protected health 
information will not be required if a researcher requests access to protected health 
information in preparation for research and the researcher provides written 
representations that: 
1. The use or disclosure is sought solely to review protected health information 
as necessary to prepare a research protocol or for similar purposes preparatory 
to research; 
2. Only de-identified health information will be recorded by those connected 
with the research and no protected health information will be removed by the 
researcher or anyone connected with the research in the course of the review;  
3. The protected health information for which access is sought is necessary for 
research purposes (Department of Health and Human Services, 2003. 
Retrieved February 24, 2007, from 
http://www.hhs.gov/ocr/privacysummary.pdf). 
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A waiver of authorization requirement in connection with research is appropriate 
for research that does not involve treatment and the following criteria are met: 
1. The use or disclosure of protected health information involves no more than a 
minimal risk to the privacy of individuals based on, at least, the following: 
• An adequate plan submitted by the researcher to protect individual identifiers 
from improper use and disclosure. 
• An adequate plan submitted by the researcher to destroy the identifiers at the 
earliest opportunity consistent with conduct of the research, unless there is a 
health or research justification for retaining the identifiers or such retention is 
otherwise required by law. 
• Adequate written assurances that the protected health information will not be 
reused or disclosed to any other person or entity, except as required by law, for 
authorized oversight of the research study, or for other research for which the use 
or disclosure of health information would be permitted. 
2. The research could not practically be conducted without the alteration or waiver; 
3. The research could not practically be conducted without access to and use of the 
protected health information (Department of Health and Human Services, 2003. 
Retrieved February 24, 2007, from http://www.hhs.gov/ocr/privacysummary.pdf).     
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CHAPTER 4: RESULTS 
 
 
 
Research Question 1: Did women in the TC only group have similar levels of risk 
factors as women in the TC + FT group? 
 
 To answer the first research question, bivariate analyses were used to determine 
whether there were any significant differences between study groups (TC only versus TC 
+ FT) on multiple risk factors (including sociodemographic; criminal, substance abuse, 
and mental health) shown in previous work to be associated with recidivism. ANOVA 
was used to test between group differences on continuously scaled variables (i.e. age), 
and Chi-square tests compared groups on ordinal variables (e.g., race-ethnicity, 
education).      
 Bivariate analysis indicated there were no significant differences between groups 
(TC only versus TC + FT) on sociodemographic risk factors (see Table 1). The two 
groups (TC only versus TC + FT) were not significantly different in terms of the 
proportion within each race/ethnicity category [χ² (4, N = 100) = 2.68, p = ns]. There was 
not a significant difference found between groups for age (in years) at program intake 
(Mean = 34.3) for TC only and (Mean = 33.1) for TC + FT [F (1, 98) = .67, p = ns]; or in 
the distribution of individuals across the two age categories, including 18-30 years and 31 
years and older [χ² (1, N = 100) = 1.60, p = ns]. There also were no significant 
differences between groups on education variables for the number of high school 
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TABLE 1: Comparisons of Treatment Groups 
             
   __________Treatment Groups_________ 
    TC only  TC + FT             Total 
            (n = 50)         (n = 50)            (N= 100)___           
Characteristic     %   M SD        %     M  SD        %    M SD 
              
Sociodemographic 
Race/Ethnicity 
    African American   52          60          56    
    Caucasian    32          26          29 
    Hispanic    14          12          13 
    Bi-racial      0            2            1 
    Other       2            0            1 
   
Age (Years Old)    34.3 7.45     33.1  7.23     33.7 7.33 
    <30 years of age   72          60          66 
    >31 years of age   28          40          34 
   
Education  
    High School Graduate    
      Yes     32         20          26 
       No     68         80          74  
     
    Highest Grade Completed 
      Grade School (K-8)   14         12          13  
      High School (9-12)   66         62          64 
      GED    10         16          13 
      Vocational Training     0           4            2 
      Some College     6           4            5 
      College Graduate     4           2            3 
 
Criminal History 
   Time Served as an Adult* 
     Less than 1 year   28         10          19 
     More than 1 year   72         90          81 
      
Substance Abuse History 
    Previous SA Treatment* 
     Yes     32         54          43 
      No     68         46          57 
     
    Ever Used 
     Alcohol*    25         60          42 
     Cocaine*    25         44          35 
     Marijuana*    27         72          50 
     Heroin    31         44          38 
     Crack    48         56          52 
     
Mental Health History 
    Previous MH Treatment 
      No     68        58          63 
      Yes     32        42          37 
                                      
*p<.05  
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graduates [χ² (1, N = 100) = 1.87, p = ns], or in terms of the proportion of individuals that 
completed each grade level [χ² (5, N = 100) =   3.365, p = ns]. 
Comparison of groups on criminal and substance abuse history, however, revealed 
numerous differences. For example, criminal history (measured as time served as an 
adult, see Table 1) was more severe for the TC + FT group compared to the TC only 
group, with a significantly larger proportion of the former having been imprisoned for 
more than a year of their adult life  [χ² (1, N = 100) = 5.26, p < .05]. There also were 
statistically significant differences between groups (TC only versus TC + FT) with 
respect to drug use history (see Table 1).  A significantly larger proportion of the TC + 
FT group had received more community-based substance abuse treatment prior to their 
incarceration than the TC only group [χ² (1, N = 100) = 4.94, p < .05].  
In addition, there were significant differences between groups with respect to the 
proportion of individuals that ever used alcohol [χ² (1, N = 98) = 12.25, p < .05], cocaine 
[χ² (1, N = 98) = 3.90, p < .05], and marijuana [χ² (1, N = 98) = 19.76, p < .05] with 
significantly greater numbers of women in the TC + FT group reporting the use of these 
substances. There were no significant differences between groups for heroin [χ² (1, N = 
98) = 1.69, p = ns] and crack [χ² (1, N = 98) = .641, p = ns] use. Analysis specific to the 
TC only group for this variable referenced (n = 48) sample participants because of 
missing file information specific to the category. Furthermore, although these differences 
were noted to be statistically significant, unreliability in the way data was recorded in the 
file for the TC only group limited the usefulness of this information, therefore it will not 
be considered in any further analysis. 
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 Both groups (TC only versus TC + FT) were similar in reports of having received 
community-based mental health treatment (see Table 1) prior to incarceration  
[χ² (1, N = 100) = 1.07, p = ns]. However, because traumatization information and 
aspects of substance abuse history was available only for women in the TC + FT group, 
comparison with the TC only group was unfeasible. In order to give a greater “feel for 
person”, additional information is included for these women (see Table 2). Specifically, 
age at first use was reported for alcohol (Mean = 14.4 years of age) and marijuana (Mean 
= 15 years of age) during adolescence. However, first use of cocaine (Mean = 20.5 years 
of age), crack (Mean = 21.3 years of age), and heroin (Mean = 22.5 years of age) began 
during early adulthood.  
TABLE 2: Additional Information Available Only for TC + FT Group 
 
           (n = 35)       
Characteristic   % Yes   % No      M         SD 
             
Substance Abuse History 
  Age at first use 
     Alcohol (n = 29)         14.4     3.04 
     Marijuana (n = 36)         15     2.5 
     Cocaine (n = 21)         20.5     4.02 
     Crack (n = 28)         21.3     5.23 
     Heroin (n = 21)         22.5     6.11 
 
Trauma History 
  Childhood (0-12 years)      
    Physical        0    100 
    Sexual      29      71 
    Emotional        0    100 
 Adolescence (13-17 years)       
    Physical        0    100 
    Sexual        6      94 
    Emotional        0    100 
Adult (18+ years)      
    Physical      37      63 
    Sexual        9      91 
    Emotional        3      97 
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Thirty-five women in the group reported a history of childhood, adolescent, and/or adult 
trauma. Physical abuse was the most common form of abuse experienced by women in 
this group, with 37% reporting victimization as an adult. Nine percent reported having 
been victims of sexual abuse and another 3% reported emotional abuse as an adult. 
Twenty-nine percent were victims of sexual abuse during childhood (0-12 years) and six 
percent reported sexual abuse during adolescence (13-17 years). 
 
Research Question 2: Does adding family therapy enhance treatment retention in 
OPTIONS TC?  
  
Analyses for the second research question used bivariate analyses, ANOVA and 
Chi-square to test treatment variables for between group (TC only versus TC + FT) 
differences on: (1) Time in treatment on OPTIONS TC (calculated by subtracting the 
number of days between admission and discharge); and (2) whether treatment completion 
occurred (yes or no). Following this, multivariate models were calculated that examined 
the impact of family therapy while statistically controlling for between group differences 
(i.e., alcohol use, substance abuse treatment history) identified during the analyses for the 
first research question. 
 
Bivariate Analysis  
Bivariate analysis indicated there was a significant difference between groups (TC 
only versus TC + FT) in terms of time in treatment in the OPTIONS TC [F (1, 98) = 4.33, 
p < .05], (see Figure 1). Women in the TC only group (Mean = 178 days) remained   
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FIGURE 1 
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in substance abuse treatment on the OPTIONS TC significantly longer than women in the 
TC + FT group (Mean = 132 days). There also was a statistically significant difference 
between groups with respect to treatment completion [χ² (1, N = 100) = 22.4, p < .05], 
(see Figure 2). Nearly all of the women in the TC only group (94%) completed TC 
treatment compared to only 52% of the women in the TC + FT group. 
Multivariate Analysis  
Next, using risk variables found to be statistically significant in the first analytic 
step, linear regression was used to test the independent influence of family therapy on the 
number of days female inmates were retained on the OPTIONS TC (see Table 3), 
followed with analysis using a logistic regression model for predicting treatment 
completion (see Table 4). Covariates included time imprisoned as an adult (less than one 
year, one year or greater), previous substance abuse treatment (no or yes), and the study 
group variable (TC only versus TC + FT). 
TABLE 3 
Linear Regression for Predicting Time in Treatment 
 
Predictor 
 
Beta 
 
t 
 
Significance Level 
 
Time Served 
 
.15 
 
1.4 
 
ns 
 
Previous SA TX  
 
.03 
 
.31 
 
ns 
 
Study Group 
 
           -.25 
 
           -2.37 
 
.02 
 
Findings from the linear regression revealed the study group as the single strongest 
statistically significant predictor for length of stay in the OPTIONS TC. Although 
statistical adjustments were made for criminal history and substance abuse history, there 
was still a significant independent effect of group membership on retention. Specifically, 
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membership in the TC + FT group was related to significantly shorter stays in the 
OPTIONS program (В = -.25, p = .02).  
TABLE 4 
Logistic Regression for Predicting Treatment Completion 
Predictor B Coefficient S.E. Odd Ratio Significance 
Level 
 
Time Served 
 
-.13 
 
.78 
 
.88 
 
ns 
 
Previous SA TX 
 
 .38 
 
.53 
 
1.5 
 
ns 
 
Study Group 
 
-2.6 
 
.69 
 
.07 
 
.000 
 
Similar to the linear regression, logistic regression showed that study group 
membership (В = -2.6, p = .000) was significantly related to completing treatment while 
in the OPTIONS TC (see Table 4). Women in the TC + FT group were less likely to 
complete the program and had significantly lower treatment completion rates than 
women in the TC only group. Collectively, the findings that family therapy was related to 
shorter lengths of stay and lower rates of treatment completion were contrary to the 
expectation that adding family therapy would increase substance abuse treatment 
retention on the OPTIONS TC. 
Because these findings were opposite of what was expected, additional 
exploratory analyses were computed to determine whether a potential explanation could 
be found for the negative relationship between treatment retention and family therapy. 
These analyses focused specifically on the timing of the women’s referral to family 
therapy and their scheduled release (serve out) date from PPS and the status of their 
release (i.e., released to a community program, transferred to another unit or module 
within PPS, and paroled for time served).  
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Frequency distributions examining time between the family therapy referral and 
serve out date showed that of the 50 clients referred to family therapy, a total of 32 (64%) 
had 90 or fewer days remaining on OPTIONS prior to their actual serve out date (see 
Table 5).  
TABLE 5 
Time between Family Therapy Referral & Serve Out 
N = 50 
 
OPTIONS Status 0-31 days 32-90 days 91-639 days Total 
Graduates 8 5 14 27 
Non-graduates 17* 2* 4 23 
*fewer than 90 days between referral & serve out among non-graduates n = 19 
 
Among family therapy clients who were referred within 90 or fewer days before 
scheduled release (see Figure 3): thirteen (41%) completed or graduated OPTIONS; 
thirteen (41%) were moved to other units or modules within PPS before completion or 
OPTIONS graduation occurred; five (16%) were released from PPS to community-based 
substance abuse treatment before completion or graduation occurred; and one (< 2%) 
“maxed-out” the sentence and was paroled directly from PPS before completion or 
graduation occurred. These data show that systemic events related to the women being  
processed through PPS resulted in two thirds of women in the family therapy group not 
having an opportunity to complete OPTIONS before they were either moved within PPS, 
released to community treatment programs, or directly paroled, and thus, negatively 
influenced the analysis of time in treatment and graduation status. Findings on treatment 
retention should be interpreted in light of these additional analyses, which show that this 
was a biased comparison from the onset and is not a fair assessment of the impact of 
family therapy on the variable. 
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FIGURE 3 
 
 
Research Question 3: Does family therapy reduce recidivism? 
 Analyses for the third research question first involved bivariate analyses, and used 
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Logistic Regression 
 Next, using risk variables associated with study groups (TC only versus TC + FT) 
that were found to be statistically significant in the first analytic step, logistic regression 
was used to determine whether treatment (net the control variables) had an independent 
effect on recidivism, and which risk variables predicted one-year recidivism rates.   
Included were time served as an adult, previous substance abuse treatment, and the study 
group variable (see Table 6). 
TABLE 6 
Logistic Regression for Predicting Recidivism 
 
Predictor B. Coefficient S.E. Odd Ratio Significance 
Level 
 
Time Served 
 
-.42 
 
.55 
 
.65 
 
ns 
 
Previous SA TX 
 
-.26 
 
.46 
 
.76 
 
ns 
 
Study Group 
 
 .04 
 
.46 
 
1.04 
 
ns 
 
Findings from the logistic regression showed that control variables were not 
significantly related to recidivism post release. Based on these findings neither group (TC 
only versus TC + FT) was more likely to incur an arrest on new charges following release 
from prison than the other.  
 
Survival Analysis 
The final stage of analysis involved first determining whether there was a simple 
effect of treatment groups on time until recidivism. This was done using Kaplan Meier 
Estimates to estimate the effect of family therapy on time until rearrest. Next, analysis 
using a Cox Proportional Hazards regression model (UCLA Academic Technology 
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Services, 2006) compared treatment groups on time until recidivism, net the effect of 
covariates found significantly different in the first analytic step.  
Kaplan-Meier product-limit estimates showed that during the 5-8 year follow-up 
period, 30% of the TC only and 28% of the TC + FT groups were arrested for a new 
offense post release. Of the 29 women who were rearrested, 24% were rearrested within 
the first year; 45% were rearrested in the second year; and 24% in the third year 
following release (see Figure 6). 
 
FIGURE 6  
 
 
Using covariates as statistical controls, multivariate proportional hazards 
regression showed no statistical significance with respect to covariates (see Table 7). This 
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finding indicates that risk factors found significant in the first analytic phase had no effect 
on length of time until rearrest. 
TABLE 7 
Cox Proportional Hazards Regression for Predicting Time until Rearrest 
 
Predictor 
 
B Coefficient 
 
Wald χ² 
 
Significance Level 
 
Time Served 
 
.411 
 
.84 
 
ns 
 
Previous SA TX 
 
.145 
 
.13 
 
ns 
 
Study Group 
 
.041 
 
.01 
 
ns 
 
 
FIGURE 7 
 
 
Overall, analyses conducted with multivariate models did not yield statistically 
significant results; however, there is a slight differentiation on the survival graph (see 
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Figure 7). Women in the TC only group were rearrested sooner than women in the TC + 
FT group. Because the length of time it took women in the TC + FT group to be 
rearrested was slightly greater, does suggest that participation in family therapy delayed 
the amount of time for them to be rearrested. 
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CHAPTER 5: DISCUSSION 
 
 
 
 The following discussion will be organized around three major subsections. This 
discussion will first summarize the findings from the statistical analysis with respect to 
how these findings related back to each of the three research questions. Next, limitations 
will be discussed and highlight the effect these limitations had on the study. Finally, 
findings outlined in the first subsection of the discussion will be used to address 
implications for policy and family therapy practice. 
The aim of the study was to examine whether adding family therapy to existing 
in-prison substance abuse treatment increased treatment retention rates for incarcerated 
women who received both treatments (substance abuse treatment and family therapy), 
and whether the addition of ancillary services to existing substance abuse treatment 
reduced the potential for recidivism more so than substance abuse treatment alone. Three 
research questions established the research agenda that compared two study groups for 
similarities and differences on a set of dependent variables associated with recidivism for 
the sample of 100 female inmates. The two study groups, with 50 subjects each, were 
differentiated based on either a provision of substance abuse treatment only while housed 
on the OPTIONS TC, or a provision of substance abuse treatment and family therapy, 
which was subject to eligibility criteria for an enhanced services condition.  
 Analyses for research question one, “Did women in the TC only group have 
similar levels of risk factors as women in the TC + FT group?” found no significant 
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difference between groups on sociodemographic risk factors in the categories of 
race/ethnicity, age, and education. Findings in the current study were congruent with 
results from previous investigations of incarcerated women with respect to race/ethnicity, 
in that, African American women (56%) represented the majority of female inmates 
housed on the TC. Women in the sample were 33-34 years of age (Mean = 33.7) and 
undereducated with a 74% finding of female inmates that had not completed high school 
prior to admission to the TC.  
Length of time incarcerated was used as the main indicator for quantifying the 
severity of criminal history based on disparities found between data collection sources 
with respect to this variable. For example, data recorded in family therapy files provided 
information noted on a standardized evaluation form designed specifically to capture 
categorical data (i.e. criminal history) in a structured way at intake.  This provided for up 
to five charges in the category with the accompanying time served information as 
reported by the female inmate/client. Time served reports (computer generated printouts) 
used to obtain information for the TC only group, overall, provided a comprehensive 
spreadsheet of charge information alphabetically categorized and dated based on severity 
of charge/conviction and time served. This resulted in considerable overlap in charge 
information, particularly in those instances when time served for probation violations 
were merged concurrently with new charges. The printouts served as the primary source 
of charge information for the TC only group and were subject to review and 
interpretation by the investigator. A thorough review provided for what appeared to be 
fewer charges for the TC only group. Therefore, the amount of time served from age 18 
through serve out from prison was determined to be the most viable option in the 
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category for analysis. As a result, criminal history was statistically more severe for 
women in the TC + FT group on the amount of time served as an adult for felony 
convictions. Ninety percent of women in the TC + FT group served a year or more 
incarcerated as an adult as compared to 72% for the TC only group.  
Substance abuse history was found to be another area of significant difference 
between the TC + FT group versus TC only. Women in the TC + FT group had more 
exposure to community-based substance abuse treatment (54%) prior to incarceration 
compared to women in the TC only group (32%). Moreover, although polysubstance use 
was consistently a uniform theme across sample, the proportion of individuals that ever 
used alcohol, marijuana, and cocaine was significantly higher for women in the TC + FT 
group. Again, these findings, as those previously reported for criminal history, are 
attributable to differences in source information, wherein intake evaluation forms 
contained in the family therapy files were formatted in order to capture specific 
categories of information, more so than the computer generated chronological/case 
management notes (narrative in format), used to extract information for the TC only 
group.  
The women in both groups were also similar in reports of having received 
community-based mental health treatment prior to incarceration; however, information 
specific to mental health history including diagnosis, medication, and levels of care was 
limited and/or unavailable across collection sources. This held equally true for 
information pertinent to trauma history. Information specific to childhood, adolescent and 
adult trauma histories was unavailable for women in the TC only group, and provided for 
only a portion of women (n = 35) in the TC + FT group. Although measures of 
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association were inapplicable in this instance, analyses did provide some additional 
insight into the history of those women in the TC + FT group. For example, 25% of 
women reporting a history of trauma in the TC + FT group were victims of sexual abuse 
as children and adolescents. Reports of physical abuse as an adult (37%) were prominent 
for this group, followed by adult sexual (9%) and adult emotional (3%) abuse. Age at 
first use with respect to substance use was another area of additional information for the 
TC + FT group, in that, women in this group started using substances including alcohol 
and marijuana as early as age 14. Narcotic substances including heroin, cocaine, and 
crack use began during early adulthood (around age 20). The additional information 
obtained for women in the TC + FT group does speak to factors that can potentially pose 
risk for recidivism. These were important considerations during evaluation of treatment 
outcomes.  
Analyses for the second research question, “Does adding family therapy enhance 
treatment retention in OPTIONS TC?” showed unexpected significant differences 
between groups in bivariate comparisons. Ordinarily adding more treatment to a level of 
care would increase the potential for sustainability, however, binary findings in this 
instance provided for the opposite being true. Women in the TC only group remained in 
treatment significantly longer (Mean = 178 days), and completed treatment at a much 
higher rate (94% completion), when compared with women in the TC + FT group. An 
explanation for these unexpected negative findings was found in running additional 
exploratory analysis on the TC + FT group that focused specifically on the timing 
between referrals to family therapy and the scheduled release (serve out) date from PPS, 
as well as the status of those events (e.g., released to community program). Findings 
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revealed women in the TC + FT group, overall, did not have the same opportunity as 
women in TC only to stay on the TC and participate in treatment for several reasons. 
First, the duration of one OPTIONS treatment cycle was 12 weeks, which made it 
necessary to remain on the TC for a period of at least 90 days. The majority of women in 
the TC + FT group (64%) had treatment duration of 90 days or less on the TC. Once a 
referral was made to the family therapy program, 41% of women in the TC + FT group 
were moved from the TC to other units or modules within PPS before finishing the TC. 
Sixteen percent were early released from PPS to community-based substance abuse 
treatment in accordance with their F.I.R. stipulation, and another two percent served out 
their sentence and were paroled (home) directly from PPS. Therefore, this series of 
systemic events negatively affected the timing with respect to the referral protocol, and 
subsequently disrupted the continuum of care. This, in turn, prevented women in the TC 
+ FT group from availing themselves fully of the menu of services to which they were 
entitled. Secondly, this unexpected series of systemic events, in essence, created a biased 
comparison from the start. Clearly, women in the TC only group had more stability 
during their time on the TC that allowed for the provision of long-term treatment. The 
experience of the TC + FT group was significantly different in this regard. Overall, these 
findings confirmed how different the treatment experiences of the two groups were from 
the beginning, which prevented any viable comparison. This by no means is an indication 
that family therapy as a treatment enhancement was ineffective as a collateral treatment 
support service with the TC; however, it does speak to the need for a more concerted 
effort across systems to ensure the women are able to have a fair chance to participate in 
all services available to them.   
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Analyses for research question three, “Does adding family therapy reduce 
recidivism?” did suggest that adding enhanced treatment initiatives such as family 
therapy to existing in-prison substance abuse treatment might potentially delay time until 
recidivism. Bivariate comparisons to determine whether recidivism occurred post release 
(yes or no) revealed no statistically significant differences between groups in terms of the 
proportion of women that recidivated. There was a slight favor for the TC + FT group, 
with 51% of the women not recidivating when compared to women in TC only (49%), 
however, this is only a two percent difference, which is not statistically significant. 
Noteworthy in these findings, though, is the fact that women in the TC + FT group did as 
well as women in the TC only group in this regard. With such a low degree of fidelity 
with respect to the original intent of family therapy, most of the women in the TC + FT 
group never actually had the opportunity to receive the proposed dosage of treatment. 
The fact that such a large percentage of women in this group never received the full 
duration of treatment as proposed certainly is reflected in the earlier retention results and 
with respect to the bivariate analysis for this question. Unfortunately, the study did not 
have a clean direct test of the influence of adding family therapy to in-prison therapeutic 
community treatment. However, findings did provide important information on how the 
women in the TC + FT group were distinctly different and clinically more severe in a 
number of psychosocial areas that are associated with recidivism. This alone could have 
resulted in their doing worse, in terms of recidivism. These women were more serious in 
their profiles, with respect to their criminal and substance use histories, and still they did 
not recidivate at a higher rate, which is what would be expected. Thus, although the 
findings are not statistically significant, they are encouraging.    
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Findings from logistic regression for predicting the independent effect of 
treatment on recidivism showed that control variables (i.e., time served, previous SA TX, 
and study group membership) were not significantly related to recidivism, indicating no 
one group (TC only or TC + FT) was more likely to be rearrested post release than the 
other. Kaplan product-limit estimates found no statistical significant differences in binary 
measures used to determine between-group differences. Twenty-eight percent of women 
in the TC + FT group were rearrested compared to 30% for TC only.  
Interesting in this particular group of findings is the fact that results for the study 
fell markedly below national recidivism averages. For example, 66% percent of released 
felony drug offenders are reincarcerated within three years following release from prison 
(Bureau Justice Statistics, 2002). In considering the overall sample of N = 100 women in 
this study, only 29% of the women actually recidivated following release from PPS. This, 
of course, is not a one-to-one comparison, however it is suggestive of the fact that 
potentially it was treatment, in general, that was effective considering the women in both 
groups (TC only and TC + FT) had the OPTIONS therapeutic treatment experience in 
common. Thus, a conclusion that can reasonably be made from the findings is that 
women who received treatment while in OPTIONS, whether TC only or TC + FT, had 
considerably lower recidivism rates compared to national averages.  
Findings reflected in multivariate proportional hazards analyses failed to yield 
statistically significant results; however, there was some movement toward differentiation 
between groups on the final survival graph. The length of time it took women in the TC + 
FT group to be arrested was greater than the length of time it took for those in TC only to 
be rearrested. Women in the TC + FT group survived on average two years before 
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incurring an arrest compared to those in TC only who survived less than a year. 
Therefore, although the findings are not statistically significant, participation in the 
program seems to have delayed the amount of time for women receiving family therapy 
to be rearrested. The earlier analysis of logistic regression suggested that there was a 
difference, in terms of a lower percentage of women in the TC + FT group who were 
rearrested. There were, in fact, a smaller proportion of the TC + FT group that was 
rearrested (although not statistically significant) compared to the TC only group that was 
rearrested. Together, the two findings are somewhat evocative of the idea that family 
therapy may have had some moderate effect on recidivism and in a favorable way.  
 
Limitations of the Study 
Several major limitations compromised the methodology of the study. First, the 
nature of data collection in this study significantly under represented key variables 
specific to the TC only group. Unfortunately, the primary information source used for 
coding psychosocial variables for this group contained limited information. The 
investigation proceeded with the information made available, however, the under 
reporting for the TC only group left deficits in significant psychosocial areas that were 
needed to calculate reliable comparisons. Future studies would need to be done 
prospectively rather than going back and looking at retrospective records with the idea 
that everyone would be completing the same psychosocial information at the beginning 
of treatment. It would be equally important for treatment information to be captured in 
standardized files (both electronic and hard copy) that include a comprehensive menu of 
information such as session attendance, reasons for discharge, etc.   
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Analyses for this study potentially would have yielded findings that were more 
significant had the proposed use of archival data accommodated the tenets of the research 
design. As demonstrated in this study, archival data is only as valid as the recorded 
information that exists. With its use, there could potentially be unforeseen issues of 
selective recording, in that, descriptive information and/or information regarding events 
or experiences that occurred went unrecorded in the official record. For example, the 
investigator learned post data collection that OPTIONS social workers were instructed to 
exclude sensitive information such as trauma history from case management notes in 
order to protect the privacy of the female inmates. This instruction was given because 
exclusivity to personal file information was lost once the female inmate was released or 
removed from the unit. For a quantitative study using archival data, this constitutes a 
missing data situation, which leads to underestimation and misrepresentation in the final 
analyses. Secondly, the potential exists for a problem with selective survival as well in 
using archival data. This means the data was lost or destroyed at some point in the 
process. Perhaps PPS personnel did collect psychosocial information from the women at 
intake; however, it was only the family therapy file information that survived over time. 
The use of current data in future prospective studies would eliminate the shortcoming and 
problems associated with the use of archival data. In addition, any future studies should 
separate out any pre-treatment, during treatment, and post-treatment confounding 
variables, which became unexpected barriers in the current study.  
Data used for this study was limited. Future studies should better operationalize 
variables as they relate to criminal and substance abuse history. For example, data for 
substance abuse history in this study may have proven less tentative if DSM IV 
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diagnostic criteria had been used to operationally define Alcohol dependence, Cannabis 
dependence, etc. Using a listing of ever used substances for substance abuse history left 
understated the extent to which there was a problem and compromised the reliability of 
the measure. Criminal history severity operationalized as the number of months 
incarcerated prior to admission limited the extent to which the variable could be 
measured. The use of a standardized risk needs assessment (i.e. Salient Factor score; 
Level of Services Inventory, etc.) or risk measures that classify individuals into risk for 
recidivism groups would diversify and expand variables being measured. Collecting 
richer, more standardized kinds of information would strengthen future studies.  
One of the major limitations in the study was that it was not an experimental 
study. In efforts to understand retention findings in research question two, the additional 
analysis that was done really highlighted the limitations of the current research design 
and the limitations of how family therapy was being applied. The way the study was  
done does not provide any insight into whether family therapy improved retention and the 
results should not be taken out of context. It would be inaccurate to conclude family 
therapy does not improve retention following review of the research findings, because 
with the addition of the exploratory analysis, retention was no longer the variable being 
tested.  
Sample size restrictions were another limitation. The mixed message represented 
in all of these findings is due primarily to sample size restrictions. With only N = 50 in 
each group, the statistical power was relatively low. A higher statistical power is required 
to detect small effect sizes or differences, so the study did not yield anything definitive. 
In retrospect, a sample of at least N = 200 would have been more suitable for this 
  
85
 
particular set of analyses because the power associated with N =100 is half of what it 
would be with the alternative. The result with this sample size was a small effect size that 
was undetectable. The small sample size was inadequate for the advanced level of 
measurement proposed for the study. Using a larger sample, yielding a higher statistical 
power would remedy such a limitation in future studies.    
 
Policy Implications of the Study 
The Philadelphia Prison System was at the forefront in providing a 
comprehensive menu of behavioral health treatment and support services for female 
inmates. The female OPTIONS Therapeutic Community collaborated with a network of 
community treatment providers (i.e. Forensic Family Therapy Treatment Program, 
community-based substance abuse treatment programs, etc.) and support services 
(Women Against Abuse, Community Legal Services, Faith-based organizations, etc.) in 
its effort to address needs specific to the substance dependent woman. In retrospect, 
policy changes were needed to address how and when the women were moved around 
PPS with the idea that the women would need a risk assessment, case management or 
transitional planning. Perhaps policies such as this would have insured the women 
enough stability to participate in the full array of services made available to them before 
the system moved them on to other units or types of programming. Then an experimental 
study could be done with all other things being either equal, to randomly assign women 
upon entry to OPTIONS to a TC only or TC + FT condition. This would have solved the 
problem of women having almost no time left in treatment before serve out and then 
getting introduced to family therapy as in the current study. All of the women would have 
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equal footing in terms of the amount of time left until their serve out, then a real test 
could be done to see whether family therapy facilitated retention in OPTIONS. The 
current study does address this.                                      
Considering the significant connection between drug use, crime, and 
reincarceration, coupled with the high costs of imprisonment (McCollister, 2008), the 
recidivism findings in this study suggest some potentially cost-saving benefits to the 
state. For example, the cost of housing one inmate in PPS for one year is $35,000 (PPS 
Annual Report, 2008).Therefore, for each person who is not rearrested, that otherwise 
would have been arrested without treatment, PPS avoids incurring $35,000 in 
correctional costs. Moreover, other segments of the criminal justice system and 
community that have a stake in an offender’s rearrest also would actualize similar 
savings. When an offender incurs an arrest, there are law enforcement costs, attorney 
costs, court costs, and costs to victims that would be notably be reduced with lower 
recidivism rates. A Philadelphia Consensus Group concerned with issues of reentry and 
reintegration reported that if Philadelphia could reduce recidivism by as little as 10%, 
PPS would save over $6.8 million dollars in jail costs alone (Search for Common 
Ground, retrieved April 23, 2009, from http://www.sfcg.org). As is evident from the 
findings in this study, it does not take a large reduction in recidivism to pay dividends to 
taxpayers.  
As policymakers work to allocate what has become limited resources for 
treatment and programming, understanding whether prison-based treatment proves cost-
effective is important. Over 70% of women in this study (from the sample of N = 100) 
that received long-term prison-based behavioral health treatment (substance abuse and/or 
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family therapy) did not recidivate. Again, costs associated with reincarceration were 
offset in this instance; in that, treatment itself has economic benefits that translate in the 
form of reduced criminal activity, reduced medical costs, and increased employment 
earnings that actually make up for the cost of providing treatment. Thus, the treatment 
actually ends up paying for itself quickly. Furthermore, inclusion of a relatively low cost 
ancillary service such as family therapy potentially improves the overall efficiency of a 
much bigger and more expensive program.  
 
Implications of the Study for Family Therapy 
The family therapy services referenced in this study were provided in an adult 
correctional facility that until 1995 was virtually an untapped clinical arena for the family 
therapy field. Incarceration is a shared experience of both the inmate and family, but 
typically incarcerated women lack access to services like family therapy that promote a 
process of family wellness during incarceration and address those underlying issues that 
potentially lead the woman to recidivate. The very nature of incarceration invites multiple 
system involvement into the life of not just the incarcerated woman, but also the family 
left waiting for her return. Most of the burden of caring for children of incarcerated 
women falls on the family, who very often have little emotional and community system 
support. Most families succeed in creating and maintaining a sense of stability for the 
children of incarcerated parents; however, the constant negotiation and balancing of 
relationships with the prison, schools, child welfare, human services, legal and courts, 
medical, and behavioral health can impede the family’s ability to foster healthy 
development while protecting and maintaining attachments with the incarcerated parent. 
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Incarceration often strains what is generally an already fragile relational bond between 
family caregivers and the incarcerated parent, which potentially results in further loss for 
the family as whole and more significant barriers to future prospects for reunification. 
Family members are usually overwhelmed and often negotiating their own sadness, 
anger, and shame that comes as a product of their member’s incarceration. This 
compounds the incarcerated member’s own feelings of powerlessness to help or 
contribute in any way. Generally, larger systems (i.e. the arresting officer, criminal court 
judges, probation officers, social services, etc.) focus is on the incarcerated member and 
is limited in the capacity to attend to the intrinsic and extrinsic needs of the family. Thus, 
family therapists working in adult correctional settings bring a tradition of systemic 
thinking and practice that affords incarcerated women and their families the opportunity 
to address salient familial issues and problems facing these families that have long been 
embedded in the criminal justice system.                   
Family therapy provides opportunities for incorporating and addressing the needs 
of the entire family system. Family therapy operates within the theoretical assumption 
that the individual is a part of his or her familial context and that individual change is 
fostered by the reciprocal relationship of the individual in his or her context (Minuchin, 
1992). Including and treating the family of a substance abuser allows for treatment of the 
whole person while disrupting unhealthy relational patterns that would potentially 
jeopardize recovery. Surprisingly, little empirical work has been done identifying the 
benefits of providing any modality of family therapy to substance dependent incarcerated 
adults in prisons. Multisystemic Family Therapy (Bordin et al., 1995; Henggeler et al., 
1996 ) and Functional Family Therapy (Barton et al., 1985), introduced in the juvenile 
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drug court system have made significant strides in deterring drug use and juvenile 
delinquency. It is reasonable to suggest that family is equally meaningful to an 
incarcerated adult in terms of their recovery. Findings from this study suggest there was 
some benefit for women who received family therapy with substance abuse treatment in 
delaying time until recidivism. More involved studies are needed to validate the inclusion 
of family therapy as an important clinical resource for incarcerated adults and their 
families.   
Finally, the survival analysis used for this study is a technique that can have wide 
applicability in family therapy studies. In general, empirical research is continually 
looking for whether a particular event occurred (cause and effect). Survival analysis 
allows for a more in depth investigation that helps uncover exactly when an event 
occurred. Family therapy is a treatment discipline where negative outcomes are often 
unavoidable, however survival analyses could be extremely useful in identifying potential 
delays until those events. Knowledge of delays in time until events provide a window for 
additional resources and support services to be established in order to potentially 
eliminate the negative outcome from ever occurring. For example, recidivism in this 
study was delayed for women that received family therapy and substance abuse 
treatment. Such delays in time provide an opportunity to initiate continuity of care 
services that include outpatient/mental health treatment, family preservation, vocational 
training, stable housing, and employment, with the idea of giving the returning female 
and family a formula for long-term success. Moreover, future family therapy research 
would benefit from more quantitatively focused studies that utilize survival measures to 
evaluate best practice and standards of care. 
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Conclusion 
This study evaluated the effect of family therapy on both treatment retention and 
recidivism outcomes for women in an adult correctional setting with the use of advanced 
quantitative measures. Findings disproved the assumption that women in both treatment 
conditions would be similar on risk factors associated with recidivism because of 
insufficient source information with respect psychosocial variables. The independent 
influence of family on treatment retention in the OPTIONS TC proved inconclusive due 
to unexpected removal of women with family therapy from the unit before they had an 
opportunity to complete. Survival findings were suggestive that family therapy did have 
some small effect on recidivism outcomes for women receiving both treatments, in that, 
women who received family therapy actually took slightly longer to incur an arrest, even 
though these women were more at risk for recidivism than women who were not 
exposed. 
  This study suggests several implications for policy and practice. First, effective 
in-prison treatment requires a continuum of care that can translate into long-term positive 
effects. Because healthy family relationships are so crucial to recovery, system 
collaborations similar to the one in this study would afford families the opportunity to 
address intrinsic and extrinsic issues that perpetuate continuing cycles of recidivism.   
The criminal justice system needs cost effective solutions to reduce recidivism 
rates. Linkages of corrections with community-based family therapy treatment have the 
potential to increase positive outcomes in addressing the needs of both the inmate and 
family prior to reentry. Fostering healthy communication and working through family 
processes of mistrust, abuse, separation, and loss begins the process of reunification that 
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disrupts perpetual cycles of substance use and crime. This could result in long-term cost 
reductions to the state for reincarceration and allow for the reallocation of financial 
resources that focus on reentry and reintegration.  
Family inclusion in the treatment process positions the family as a support 
resource along the continuum of treatment and recovery. Previous studies have 
acknowledged the critical role of family in facilitating sobriety and successful 
rehabilitation for male parolees (Sullivan et al, 2002; Family Re-entry, Inc., 1995). This 
study suggests future assessments to understand incarcerated women’s relationships 
within the context of their family would provide clues to the risk and protective factors 
that affect substance abuse and recidivism. Furthermore, state regulations with respect to 
evidence-based practices are inviting more knowledge regarding family focused 
approaches to accommodate the numbers of families involved with criminal justice, 
behavioral health, human services, and family court systems. Thus, providing family 
therapy with prison-based substance abuse treatment could affect more than recidivism 
and should be further evaluated with a variety of outcome measures. 
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Appendix A 
Heuristic of the Referral and Admission Process for the  
Forensic Family Therapy Treatment Program (FFTTP) 
 
Female Offender is Arrested & 
Incarcerated 
  
Court Appearance 
Judge 
Orders:  
-In-prison drug 
treatment 
through 
OPTIONS 
OPTIONS 
(TC only group) 
Clinical Evaluation: 
-Determines level of    
care 
-Initiates referral to 
community drug 
treatment 
 
F.I.R. Evaluation 
FFTTP 
Intake, Assessment, & 
Therapy 
(TC+FT group)
OPTIONS  
(Initiates FIR referral 
to family therapy) 
Judge Orders: 
-Community Drug 
Treatment with 
F.I.R. stipulation 
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Research Code: ____________________________  
 
Data Coding Sheet 
 
 
1. Program Entry Date (mm/yy): _________ Program Exit Date (mm/yy): __________ 
 
2. Date Record Searched: ____________ Coder: ____________ 
 
3. Case disposition: 
 0-Treatment Complete 
 1-Termination 
 2-Still Active 
 
4. Which of the following describes the reason for completion/termination? 
 0-Program Completion 
 1-Discharge to community drug treatment 
 2-Discharge for non-compliance with rules 
 3-Nonparticiaption of family 
 4-Voluntarily dropped out/quit 
 5-Forensic order vacated 
 6-Parolled to Street 
 7-Transfer to State facility 
 8-Released after Intake 
 
5. Gender 
 0-Female 
 
6. Marital Status 
 0-Never Married 
 1-Married 
 2-Separated 
 3-Divorced 
 4-Widowed 
 5-Common Law/Living together 
7. Race 
 0-African American 
 1-Asian 
 2-Bi-racial 
 3-Caucasian      
 4-Hispanic      
 5-Native American/Indian 
 6-Other 
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8. Age: _____ 
 
9. Children 
 0-No 
 1-Yes 
 
10. # of children: ________ 
 
11. Medical Status: 
 0-No medical problems 7-Heart Disease 
 1-TB    8-Cancer 
 2-STDs   9-Hepatits/Other liver disease 
 3-HIV    10-Asthma 
 4-Hypertension  11-Pregnant (anytime during program) 
 5-Diabetes Mellitus  12-Other (specify) _______________ 
 6-Seizure Disorder 
 
12. Education (highest grade completed): 
 0-Grade School (K-8) 
 1-High School (9-12) 
 2-GED 
 3-Vocational Training 
 4-Some College 
 5-College (Associate/Bachelor/Master Degree) 
 
13. High school graduate? 
 0-Yes 
 1-No (If no, highest grade completed ____) 
 
14. Employment History (prior to arrest): 
 0-Full-time employed  5-Unemployed 
 1-Part-time employed  6-Looking for work 
 2-Retired   7-Temporarily lay off 
 3-Homemaker   8-Disabled 
 4-Student     9-Other (specify) ____________ 
 
15. Did client ever work regularly for pay during lifetime? 
 0-No 
 1-Yes (If yes, occupation _______________) 
 
16. If client ever worked regularly for pay during lifetime: 
 0-Full-time 
 1-Part-time 
 2-Temporary 
 3-Other (specify) ________________ 
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17. Living Status (30 days prior to arrest) 
 0-Independent/Alone   6-With partner and children 
 1-With parent(s)   7-With children only 
 2-With parent(s) and children  8-With friends 
 3-With other relatives   9-With friends and children 
 4-With other relatives and children 10-Other (specify) ________________ 
 5-With partner only 
 
18. Substance Abuse History: 
 
Substance Ever Used Age at first use Last Use 
(mm/yy) 
 
Alcohol 
 
0-No 1-Yes 
  
/ 
 
Marijuana 
 
0-No 1-Yes 
  
/ 
 
Cocaine 
 
0-No 1-Yes 
  
/ 
 
Crack 
 
0-No 1-Yes 
  
/ 
 
Amphetamines 
 
0-No 1-Yes 
  
/ 
 
Barbiturates 
 
0-No 1-Yes 
  
/ 
 
Opiates 
 
0-No 1-Yes 
  
/ 
 
Hallucinogens 
 
0-No 1-Yes 
  
/ 
 
Inhalants 
 
0-No 1-Yes 
  
/ 
 
Heroin 
 
0-No 1-Yes 
  
/ 
 
Methadone 
 
0-No 1-Yes 
  
/ 
 
> 1 substance  
 
0-No 1-Yes 
  
/ 
 
Other (specify) 
_____________ 
 
0-No 1-Yes 
  
/ 
 
19. Previous Substance Abuse Treatment? 
 0-No 
 1-Yes (If yes, complete #20) 
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20. Substance Abuse Treatment History: 
 
Level of Care # of Times 
 
Long Term Residential/Inpatient 
 
 
Intensive Outpatient/Outpatient 
 
 
AA/NA 
 
 
Detox 
 
  
21. Previous Mental Health Treatment? 
 0-No 
 1-Yes 
 
22. Mental Health Treatment History: 
 
Level of Care # of Times Diagnosis Date of 1st DX 
(mm/yy) 
 
Inpatient/Hospital 
   
 
Outpatient/Clinic 
   
 
CRC 
   
 
23. Prescription (Psychotropic) Medication History: 
 
Type of Medication Previously Prescribed Currently Prescribed 
 
 
 
0-No   1-Yes 
 
0-No   1-Yes 
 
 
 
0-No   1-Yes 
 
0-No   1-Yes 
 
 
 
0-No   1-Yes 
 
0-No   1-Yes 
 
 
 
0-No   1-Yes 
 
0-No   1-Yes 
 
 
 
0-No   1-Yes 
 
0-No   1-Yes 
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24. Violence History 
 0-No violence indicated 
 1-Perpetrator of violent act(s) 
 2-Threats of violence 
 3-Victim of violence  
 
25. Trauma History: 
 
Type of Abuse Childhood 
(0-12 years) 
Adolescent 
(13-17 years) 
Adult 
(18+ years) 
By Whom  
(See Codes) 
 
Physical 
 
0-No   1-Yes 
 
0-No   1-Yes 
 
0-No   1-Yes 
 
 
Sexual 
 
0-No   1-Yes 
 
0-No   1-Yes 
 
0-No   1-Yes 
 
 
Molestation 
 
0-No   1-Yes 
 
0-No   1-Yes 
 
0-No   1-Yes 
 
 
Verbal 
 
0-No   1-Yes 
 
0-No   1-Yes 
 
0-No   1-Yes 
 
 
Emotional 
 
0-No   1-Yes 
 
0-No   1-Yes 
 
0-No   1-Yes 
 
          Codes: 
          0-Parent 
          1-Relative 
          2-Husband/Partnr 
          3-Friend  
          4-Acquaitance 
             5-Stranger 
          6-Other 
26. Legal System History: 
 
Type of 
Offense/Charges 
Date of Arrest 
(mm/yy) 
Time Served Amount of Time 
Served (See codes) 
 
 
 
/ 
 
0-No   1-Yes 
 
 
 
 
/ 
 
0-No   1-Yes 
 
 
 
 
/ 
 
0-No   1-Yes 
 
 
 
 
/ 
 
0-No   1-Yes 
 
 
 
 
/ 
 
0-No   1-Yes 
 
      Codes: 
      0-(1) day   1-(< 1) month   2-(1-3) months 
      3-(3-6) months   4-(6-12) months   5-(1-3) years 
      6-(3+ years) 
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27. Number of Family Therapy Sessions 
 Individual ______  
 Couple        _______ 
 Family  ______ 
 Group  ______ 
 
28. Total # of OPTIONS Cycles ______ 
  
29. Duration of Treatment (mm/yy) 
 Start Date __________ 
 End Date __________ 
 
30. Total # of Treatment Days ________ 
 
31. Treatment Complete 
 0-No 
 1-Yes 
 
32. New Charges Post Release? 
 0-No 
 1-Yes 
 
33. Date of Arrest (mm/yy): ____________ 
 
34. Level of Offense 
 0-Misdemeanor 
 1-Felony 
 
35. Type of Offense/Charges (specify): ________________________________ 
 
36. Amount of time incarcerated from age 18- Release/Discharge: 
 0-Never 
 1-Less than 1 month 
 2-(1-3) months 
 3-(3-6) months 
 4-(6) months to 1 year 
 5-(1-3) years 
 6-More than 3 years 
 
37. Amount of time incarcerated from Release/Discharge – December 31, 2005 
 0-Never   3-(3-6) months     
 1-Less than 1 month  4-(6) months to 1 year 
 2-(1-3) months  5-(1-3) years 
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FORENSIC FAMILY THERAPY TREATMENT PROGRAM  
TRACKING FORM 
 
 
CLIENT NAME:___________________________________________ 
 
DATE APPT. TIME SHOW 
NO 
SHOW CANCEL
TYPE 
OF 
APPT.
# OF 
CLINICAL 
CONTACT 
HRS/MIN 
APPT. 
SITE 
FOLLOW 
UP  
(WHERE 
APPLIC) 
THERAPIST
INITIALS 
          
          
          
          
          
          
          
          
          
          
          
          
TYPE OF APPOINTMENT  APPOINTMENT SITE  FOLLOW-UP  
 I = Individual    BW = Behind the Wall  R = Reschedule 
 C = Couple    OV = Community Office Visit TCC = Contacted 
 F = Family    HV = Home Visit   TCN = No Contact  
LS = Letter Sent
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FORENSIC FAMILY THERAPY TREATMENT PROGRAM 
REGISTRATION FORM 
 
NAME          DATE     
 
Sex   Age   Date of Birth      RACE (Choose one): 
 
Address          African American 
         Asian 
         Caucasian 
         Hispanic 
         Native American  
         Other 
RESPONSIBLE ADULT (If under 18 years of age)   
 
Name         MARITAL STATUS 
 
Relationship to Client        Married   
         Never Married 
Address         Separated 
         Divorced 
         Widowed  
         Other 
         Unknown 
         Common Law  
Phone         
 
OCCUPATION         HOUSEHOLD MEMBERS 
 
 Working now  Unemployed   Name                      Relationship 
  
 Retired   Looking for work       
 Housewife   Temporarily laid off   
 Student  Other         
 
Have you ever worked regularly for pay?        
        (continue on other side)  
Yes   No   
 
What is/was your occupation?     
 
INCOME AND INSURANCE 
Gross annual income (all sources)       Social Security #      
Is client insured? Yes    No    Unknown   
Insurance Carrier(s)     Policy #    Group #   
Name of Policyholder        Fee        
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FORENSIC FAMILY THERAPY TREATMENT PROGRAM 
INITIAL EVALUATION 
 
Name:            Date of Birth:      
 
Age:        Ethnic Group:     
 
Primary Language if not English:       
 
Social Security Number:         
 
Date of Evaluation:           
     
Where was assessment completed?          
 
 
 
DIRECTIONS: complete all sections.  If insufficient information is available in any area, please note this. 
 
CHIEF COMPLAINT AND REASON FOR EVALUATION (Please include the 
referral source, PCP if known clients name, age sex, marital status, ethnic and religious preferences and 
current living situation and the reason for referral at this time). Please define the presenting problem in 
client’s language.  Include client’s perception of strengths and weaknesses.  
 
             
 
             
 
             
 
             
 
             
 
             
 
Referral Source:     
 
Primary Care Physician (PCP):           
 
PCP telephone number:            
 
Notified of the evaluation:    Y     N    If no, please explain:        
 
             
 
 
Fttpinitialevaluation201 
 
  
113
 
Appendix E 
 
Sources of information:       
             
 
             
 
             
 
             
 
             
 
             
 
HISTORY OF PRESENT ILLNESS 
Describe (1) baseline functioning prior to this onset or exacerbation: (2) time of onset of this 
episode: (3) chronology of symptoms and significant events (including any treatment received) 
from onset to admission; (4) circumstances leading to admission at this time. Check symptoms 
present during current episode and describe details in narrative. (Continue comments on back if 
necessary). 
 
SIGNS AND SYMPTOMS (comment on as many areas as are appropriate) 
Agitation   Anhedonia   Anxiety 
Appetite/wt. Gain  Appetite/wt. loss   Compulsions 
Confusion   Decreased energy  Delusions 
Depressed mood   Disorientation   Grandiosity 
Homicidal thoughts  Homicidal behaviors  Hyperactivity  
Lack of self care   Mental retardation  Obsessions 
Phobias    Psychomotor slowing  Sleep disturbance 
Substance abuse   Suicidal behavior  Suicidal thoughts 
Violent behavior  Violent thoughts 
             
             
             
             
             
(Continue on next page) 
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SUBSTANCE ABUSE HISTORY 
(detail current/past use.  Assess relation to current illness/episode, and potential for withdrawal syndrome now.)  
CHECK HERE IF CLIENT DENIES SUBSTANCE USE:   
Substance Frequency Duration Last Use 
    
    
    
    
    
Comments: 
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PAST PSYCHIATRIC HISTORY: (episodes of psychiatric disorder and symptoms.  Include 
inpatient and outpatient treatment, diagnoses, medications, response to treatment, symptoms and 
functioning between episodes, if known.  What was the first diagnosis/date?  When was the client last seen? 
Compliance?) 
             
             
             
             
             
MEDICAL HISTORY 
Date of last physical examination     Current PCP      
TB  Y N exposure? Please explain        
STDs  Y N past or current?         
HIV  risk factors            
Hypertension  Y N   Heart Disease  Y N   
Diabetes Mellitus Y N   Cancer   Y N   
Seizure Disorder Y N   Hepatitis/other liver Y N  
      disease 
ALLERGIES  
Food      
Medicines     
Latex      
Environmental     
Other major medical illnesses:           
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SURGICAL HISTORY: Operations, hospitalizations, traumatic injuries 
             
             
             
             
             
             
             
             
OB/GYN: 
Date of last menses:    Birth control?     
Pregnant now?   Y N unsure 
Births        Pregnancies        Miscarriages/abortions     Live children    
 
CURRENT MEDICATIONS (Dose duration and compliance) 
Medication Dosage Frequency Side effects 
    
    
    
    
 
Comments:             
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SOCIAL HISTORY (Please detail relevant developmental history, school history, work history, 
relationship history and criminal history including current living arrangement and religious preferences) 
             
             
             
             
LEISURE SKILLS           
             
             
             
SPIRITUALITY 
Religious Preference?           
Needs or concerns related to spirituality?          
CULTURAL ASSESSMENT 
Is there any aspect of your culture which may influence the course of hospitalization? Y N 
             
Is there anything specific we can do for you or your family to make your treatment more comfortable? Y     N 
            
             
History of Military Service:           
 
DOMESTIC VIOLENCE SCREEN: 
Have you ever been hit, kicked, punched, or otherwise hurt by someone within the past year? 
If so, by whom, when and where?          
          
 History of neglect?         Y N       comments          
 History of sexual abuse? Y N       comments       
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MENTAL STATUS EXAMINATION 
Describe pertinent positive and negative features of each of the items.  Give specific examples or quotes 
whenever possible.  Indicate when features are reported as presented during this episode but not at time of 
examination. 
 
Appearance and behavior:          
           
Speech including: rate, volume, articulation, coherence, and spontaneity with notation of abnormalities:   
             
 
Mood and affect (depression, anxiety, liability)        
        
Thought processes, rate of thoughts, associations (loose, tangential, circumstantial, intact)   
            
   
Content of thoughts: abnormal or psychotic thoughts including hallucinations, delusions, preoccupations  
with violence, obsessions:          
            
           
Suicidal Ideation (plan, contract for safety):         
        
Homicidal Ideation (plan, contract for safety):        
        
Orientation to time, place and person:         
         
Fund of knowledge (awareness of current events, past history):      
            
      
Recent and remote memory:          
          
Language (naming objects, repeating phrases):        
        
Computations:             
            
Abstract reasoning:           
           
Insight (everyday activities) and judgement (regarding psychiatric condition):     
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DIAGNOSIS: 
 
AXIS I:            
          
AXIS II:           
          
AXIS  III:           
          
AXIS IV:           
          
AXIS V:           
             
RECOMMENDATION AND PLAN: please include discharge plan       
            
            
            
            
            
            
            
            
            
            
            
             
Clinicians please sign and date with your credentials 
 
CLINICIAN (date/time)           
         
SUPERVISOR if required (date/time)         
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FORENSIC FAMILY THERAPY TREATMENT PROGRAM 
CLOSING/TRANSFER SUMMARY 
 
 
Name:      Site:         
 
Termination Date:     Total Number of Sessions:     
 
Modality: (total each)   Individual    Couple      Family   
  
Therapist:             
 
 
 
Reason for Termination: 
 
 
 
 
 
 
 
 
 
Issues Covered in Therapy: 
 
 
 
 
 
 
 
 
 
 
Termination/Transfer Plans: 
 
 
 
 
 
 
                               NEXT PAGE 
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Recommendations for Future Treatment: 
 
 
 
      
   
 
 
 
Medical Information: 
 
 
 
 
 
 
 
 
Diagnosis: 
 
 
 
         
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
122
 
Vita 
 
 
 
Phyllis A. Swint holds a B.A. in Psychology from Temple University and a 
master’s in Marriage and Family Therapy (MFT) from Hahnemann. Since earning her 
graduate degree in 1995, Phyllis has worked as a family therapist, trainer, and 
administrator to position family therapy services within the context of Philadelphia’s 
behavioral health, criminal justice, family court, juvenile justice and health and human 
services systems. For the past 14 years, she has worked directly providing clinical 
services to individuals and their families involved with the criminal justice system, 
including work in the Philadelphia Prison System and with reentry initiatives/programs 
for ex-offenders. She regularly conducts training on different aspects of understanding 
family systems for Philadelphia’s Public Health Management Corporation and 
Department of Behavioral Health Initiatives.  
In 1997, Phyllis developed the curriculum and taught family systems courses at 
Lincoln University Urban Center. She also contributed to an article published in August 
1996 in the Family Therapy News on reunification of inmates and their families. She has 
participated in several conferences and panel discussions since 1996 on topics relevant to   
incarceration and families including parenting behind bars, working with children of 
incarcerated parents, and family therapy with the incarcerated.  
Phyllis intends to use her current research with incarcerated women as a 
springboard for future studies with underserved and marginalized populations, as well as 
a platform in her advocacy for increased efforts to implement policies and clinical 
practices specific to the needs of those incarcerated. 
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